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1  UK  CAUSATION  OF  THE  MOVEMENTS  OF  THE  HEAD  AT 
THE  imiM  OF  THE  RICKETY  PELVIS.  IJy  D.  Berky 
Hart,  M.I).,  Asjsistant  to  the  Professor  of  Midwifery,  University 
of  Edinburgh. 

While  h  special  knowledge  of  the  mechanism  of  labour  in  ordinary 
cases  is  of  the  greatest  importance  to  the  practitioner,  such  know- 
ledge becomes  injperatively  necessary  for  proper  treatment  when  the 
])elvis  is  deformed.  It  would  indeed  be  profitable,  though  tedious, 
to  compare,  step  by  step,  the  wordy  warfare  that  has  raged  for  so 
many  years  in  regard  to  the  cases  suitable  for  forceps  and  turning, 
with  the  grailual  growth  of  our  knowledge  of  the  mechanism  of 
labour  in  deformed  pelves ;  and  to  observe  how,  gradually  a.s  the 
latter  increased,  the  din  of  wortls  waxed  more  faint,  until  una- 
nin)ity  almost  hiis  fiiuilly  prevailed  on  what  was  one  of  the  most 
moot  points  in  obstetrical  practice. 

To-night,  however,  I  purpose  simply  considering  the  mechanism 
of  labour  in  the  pelvis  known  as  the  rickety,  premising  that  1 
deal  only  with  cases  where,  either  spontaneously  or  by  proper 
treatment,  a  living  child  can  be  extracted. 

Al  the  brim  of  the  rickety  pelvis  the  child's  head  presents,  at  the 
beginning  of  labour,  in  a  manner  strikingly  opjwsed  to  that  in  the 
normal  ])elvi8.  It  lies  with  its  antero-posterior  diameter  in  the 
transveree  of  the  pelvis,  with  its  anterior  and  posterior  fontanellea 
on  a  level,  or  nearly  so,  and  with  the  sagittal  suture  running  trans- 
vei-sely  near  the  promontory,  much  more  rarely  near  the  symphysis. 
The  bipurietal  diameter  of  the  head,  or  one  slightly  in  front  of 
it,  lies  in  the  conjugate  of  the  brim.  From  this  it  can  be 
readily  understood  that,  at  the  beginning  of  labour,  a  parietal  bone 
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of  the  child's  head  presents.  Now,  as  the  parietal  hones  are 
lateral  qua  the  child's  head,  we  find  the  German  nomenclature  a 
very  convenient  one.  Wlien  the  sagittal  suture  is  near  the  pro- 
montory, then  the  anterior  parietal  bone  (anterior  qua  the  pelvis) 
presents ;  while,  when  the  sagittal  suture  runs  near  the  symphysis 
the  posterior  parietal  bone  (posterior  qvd  the  pelvis)  presents. 
We  can  thus  speak  of 

I.  The  anterior-parietal-bone  presentation.     (Fig.  1.) 

II.  The  posterior-parietal-bone  presentation.     (Fig.  2.) 

Figs.  1  and  2.  In  cach  of  thcsc  wc  may  have  two  varieties, 

according  to  whether  the  occiput  is  left  or 
right,  but  in  what  proportions  is  not  well 
known.  One  or  two  points,  however,  must 
be  added.  The  anterior  -  parietal  -  bone 
presentation  is  by  far  the  most  common. 
The  posterior-parietal-bone  presentation  is 
very  rare.  These  two  facts  are  prominent. 
Litzmann  and  Veit  have  more  especially 
called  attention  to  the  posterior-parietal- 
bone  presentation.  The  interest  in  their 
papers  lies  in  the  fact  that  this  posterior- 
parietal-bone  presentation  may  occur  in  a 
normal  pelvis,  will  then  cause  delay  in  the 
labour,  and,  as  Veit  has  noted,  may  lead 
to  nndue  elongation  of  the  cervix  on  its 
posterior  aspect. 

To    sum    up,  then,  in  the  rickety  pelvis 

parietal-bone" presentation  the  the  head  mOSt  USUallv  prCSCUtS  with  the 
lower  the  postenor-parietal-bone  .        -  i  ,  • 

presentation,  both  in  sagittal  Sagittal  suture  ucar  the  promoutory,  I.e., 
"f,'sat^itt!ri"snture.  prcscnts   the    anterior-parietal.       The    pos- 

p.  Promontory.  tcrior-parietal     rarely    presents,    and    in    a 

rickety  pelvis  does  not,  per  se,  add  to  the  difficulty  of  the 
labour.  All  this  may  be  put  more  technically  by  saying  that  at 
the  brim  of  the  rickety  pelvis  the  head  has  neither  the  Solayres 
nor  Eoederer  obliquities,  but  possesses  the  Naegele  obliquity  much 
exaggerated. 

After  the  onset  of  labour  quite  a  unique  series  of  head  move- 
ments occurs.  Authors  such  as  Goodell,  Litzmann,  Lahs,  Klein- 
wachter,  Schroeder,  vary  in  their  description — a  matter  of  no 
wonder,  considering  the  difficulty  of  clinically  observing  tliese 
accurately.  So  far  as  my  experience  and  reading  go,  the  following 
is  the  most  accurate  account. 

In  the  anterior-parietal-bone  presentation  the  forehead  dips 
slightly  or  markedly,  causing  the  Michaelis  obliquity,  as  Dr  A.  It. 
Simpson  has  aptly  termed  it.  The  sagittal  suture  leaves  the  pro- 
montory and  approaches  the  centre  of  the  pelvic  brim,  i.e.,  the 
posterior  side  of  the  head,  which  is  above  the  plane  of  the  brim, 
rounds  the  promontory,  and  the  head  as  a  whole  becomes  shoved 
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U)  that  fiido  of  the  pelvis  towards  which  the  occiput  lies.  Thus 
the  head  passes  the  cunjugate  by  its  biteiu[)ural  diameter,  or  one 
slightly  behind  it. 

in  the  posterior- pariutal-bone  presentation  the  forehead  dips, 
the  side  of  the  head  above  the  plane  of  the  brim  rounds  the  sym- 
])hysis,  and  tlie  head  as  a  whole  becomes  shoved  to  the  side  (»f 
the  pelvis  towards  which  the  occiput  lies.  1  have  never  \ieen 
able  to  tnue  a  case  of  mechanism  in  tlie  posterior-parietal-bone 
presehtaLion,  but  there  is  induliituble  evidence  that  the  head 
rounds  the  symphysis,  since  Litzmann,  who  first  drew  si>ecial 
attention  to  it,  described  tliree  grades,  viz.,  one  where  the 
sagittal  suture  is  above  the  symphysis,  one  where  it  is  near  it,  and 
one  where  it  lies  near  the  centre  of  the  pelvis.  Of  course,  as  Veit 
has  said,  these  are  just  the  stages  of  the  rounding  of  the  sym- 
])hysis.  Some  authors  have  described  the  sagittal  suture  not  only 
as  leaving  the  promontory,  but  as  returning  slightly  to  it,  i.e.,  the 
head  as  rounding  the  promontory  and  the  symphysis  too.  Thus 
GoodcU  says,  "  Later  on,  it  (tlie  sagittal  suture)  begins  to  return 
towards  the  sacrum "  (p.  780,  line  3).  More  recently  Matthews 
Duncan  has  contirmcd  this  in  some  experiments  where,  by  traction 
on  the  foot  of  fietuses  brouglit  head  last  through  pelves  with 
contracted  conjugates,  he  was  able  to  demonstrate  that  a  double 
rotation  occurred.  Dr  Duncan  also  gives  a  summary  of  the  various 
descriptions  of  the  head  mechanism  in  a  rickety  i)elvis,  exhibit- 
ing the  disci-epancies  already  alluded  to. 

In  the  last  place,  (ioodell  alleges  that  after  the  head  has  been 
shoved  to  the  occipital  side  of  the  pelvis  it  meets  with  resistance 
fronj  the  side-wall  of  the  pelvis,  and  becomes  sliglitly  pushed 
to  the  forehead  side  of  the  pelvis.  So  far,  our  knowledge  of  the 
movements  is  as  yet.  fairly  accurate. 

The  explanation  of  the  presentation  and  hea<l  movements  is  now 
best  taken  up  under  three  heads  — 

J.  The  parietal-bone  presentation. 

II.  The  dipping  of  the  forehead  and  shoving  of  the  head  as  a 
whole  to  the  occipital  side  of  the  pelvis. 

III.  The  rounding  of  the  promontory. 

1. — The  Parietal-Bane  Presentation. 

Tliis  results  from  the  shape  of  the  head  and  the  conjugate  con- 
traction. The  mobile  head  cannot  enter  the  brim,  but  lies  on  the  pro- 
montory and  symphysis  in  stable  equilibrium,  i.e.,  with  the  Naegele 
obliipiity.      This  is  the  only  position  in  which  it  finds  stability. 

1 1.—  T/ie  Dipping  of  the  ForcJvead. 
In  order  to  understand  this,  some  preliminary  matter  is  neces- 
sary.    As  the  waters  ai*e  always  more  or  less  gone,  we  have  to 
consider  how  the  fo3tus  is  driven  on  by  the  uterine  and  alxlominal 
jHjwers.     It  is  best  to  take  a  simple  instance  first     Let  us  sup- 
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pose  the  foetal  head  m  the  right  occipito-anterior  position  and 
non-rotated,  as  Braune's  plate  shows.  Part  of  the  head  is  exposed 
in  the  vagina,  part  is  in  contact  with  the  elastic  tissue  lining  the 
pelvis.  Here  the  head  meets  with  resistance  to  its  onward  pro- 
gress, i.e.,  so  much  of  the  pelvic  tissue  grips  and  resists  its  transit. 
It  marks  out  on  the  head  a  girdle  which  we  may  call  the  girdle  of 
resistance.  We  may  define  this  girdle  more  accurately,  as  Lahs 
has  done,  by  drawing  tangents  to  the  head,  beginning  below  at  the 
lowest  limits  of  the  contact  of  head  and  pelvis.  Where  the 
tangents  leave  the  head  above  gives  us  the  upper  limit  of 
the  girdle  of  resistance.  The  plane  section  of  the  head  whose 
outer  limits  are  tlie  girdle  of  resistance,  is  the  plane  of  the  girdle 
of  resistance.  Uterine  action,  leaving  out  the  consideration  of  tlie 
abdominal  powers,  compresses  the  foetus,  and  as  tlie  result  of  this 
we  get  so  much  fluid  pressure  over  the  plane  of  the  girdle  of  con- 
tact, and  at  right  angles  to  it.  The  foetus  is  considered  as  a  plastic 
fluid,  conducting  force,  equal  in  all  directions.  All  above  the  plane 
of  the  girdle  of  resistance  conducts  pressure ;  all  below  the  girdle 
of  resistance  is  driven  on  and  passes  down  in  a  path  determined 
by  the  perpendicular  fluid  pressure  on  the  plane  of  the  girdle  of 
resistance,  by  the  shape  of  the  head  and  its  tenacity,  and  the 
friction  of  the  pelvic  walls. 

Thus,  in  an  ordinary  labour,  the  foetus  is  a  compact  ovoid,  and 
by  uterine  action  has  a  uniform  tension  established  in  it.  So 
much  of  this  tension  is  distributed  equally  over  the  plane  of 
the  girdle  of  contact,  and  drives  on  the  part  of  the  head  lying 
below  its  upper  limits. 

Now,  how  about  the  head  at  the  brim  of  the  rickety  pelvis  ? 
We  have  not  at  first  the  compact  ovoid,  but  an  approach  to  it. 
Uterine  action  moulds  the  tissues  over  the  sternum  closely  against 
the  chin,  the  posterior  shoulder  touches  the  side  of  the  head  lying- 
above  the  brim,  and  thus  ultimately  we  get  a  compact  ovoid,  as  in 
the  ordinary  case  alluded  to.  If  we  now  draw  tangents  to  the 
head  touching  the  symphysis  and  promontory,  we  define  the  girdle 
of  resistance,  and  thus  get  uterine  action  establishing  a  uniform 
tension  over  the  plane  of  the  girdle  of  contact.  The  head  tends  to 
be  forced  down  as  a  whole ;  but  as  the  superficial  area  of  the  plane 
of  the  girdle  of  resistance  on  the  forehead  side  of  the  line  joining 
the  syinphysis  and  promontory  is  greater  than  that  on  the  occipital 
side,  we  get  the  forehead  descending — dipping,  not  extending,  as 
that  involves  the  separation  of  chin  and  sternum.  After  the  fore- 
head has  thus  dipped,  it  becomes  arrested  at  some  point  below  the 
plane  of  the  brim.  The  plane  of  the  girdle  of  resistance  thus  cuts 
the  pelvic  brim,  and  the  tension  acting  at  right  angles  to  this  oblique 
plane  drives  the  head  as  a  whole  to  that  side  of  the  pelvis  towards 
which  the  occiput  lies. 

The  head  always  delays  considerably  at  the  brim — a  delay  due 
to  the  amount  of  conjugate  contraction,   but  also,  I  believe,  to 
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this  fact:  The  footus,  at  first  not  thorou^'lily  compact,  does  not 
transiiiit  uterino  action  effectively  over  the  forelieatl  side  of  the 
ulunu  of  the  girdle  of  resistance.  While  the  uterus  is  thus  mould- 
ing the  fcjetus,  time  is  lost,  and  thus  the  dangerous  elongation  of 
the  cervix  occurs.  This  seems  to  me  to  help  to  explain  why 
Litziniinn's  posterior-parietal  presentation  should  cause  delay  in  a 
normal  pelvis. 

III. — T/u  Rounding  of  the  Promontory. 

Of  this  no  explanation  seems  to  me  so  goo<l  as  that  given  by 
IjUks.  His  tangents,  drawn  with  the  head  at  the  brim,  show  the 
steeper  side  of  the  head  to  be  the  one  with  the  sagittal  suture  near 
the  synjphysis  or  promontory.  With  uniform  tension  over  the 
plane  of  the  girdle  of  resistance  this  steei)er  side  slips  down  first, 
i.e.,  the  heail  rounds  the  promontory  or  symi)hysis,  as  the  cose  may 
be.  It  may  be  urged  that  Duncan's  experiments  tend  to  disprove 
this  view,  seeing  this  rounding  occurred,  in  his  experiments,  when 
the  head  came  last  with  its  sides  symmetrical,  i.e.,  equally  steep. 
1  do  not  think  so,  however.  I  can  quite  understand  in  these 
experiments  that  the  posterior  side  of  the  head,  after  rounding 
anil  beconnng  indented  by  the  promontory,  may  have  resisted  this 
more,  and  the  anterior  side  then  rounded  the  symphysis  slightly. 
Dr  Chamjtneys'  remarks  on  Dr  Duncan's  paper  as  to  this  point 
are  valuable.  He  falls  into  error,  however,  when  he  8j)eaks  of  the 
])osterior  surface  of  the  symphysis  in  relation  to  the  head  mechan- 
ism. The  head  rests  on  the  upper  margin  of  the  pubis.  The 
posterior  surface  of  the  pubis  shelves  forward,  and  does  not  come 
into  relation  with  the  head  until  the  head  is  in  the  pelvis.  (Fig.  1.) 

The  usual  explanation  of  the  onward  advance  of  the  head  after 
the  membranes  are  ruptured  is,  that  the  uterine  force  is  conducted 
exclusively  through  the  spine,  and  thus,  from  its  articulation  with 
the  occiput,  the  latter  is  pushed  down  in  advance.  No  one  has  yet, 
however,  told  us  why  the  uterine  force  should  prefer  the  spine  to 
any  other  fuetal  route.  The  spine  conduction  is  based  on  the  idea 
that  because  the  occiput  usually  descends  first  in  oixlinary  pelves, 
therefore  it  is  shoved  down  by  the  fcetal  spine  articulated  near  it. 
Further,  the  spine  theory  ignores  the  compactness  of  the  foetus 
and  the  close  apposition  of  the  chin  to  the  sternum,  so  well  shown 
in  Ihaune's  plate.  Kecently,  Labat  has  published  a  diagram  of 
the  uterus  and  fcetus  in  a  woman  who  died  during  labour  from 
eclampsia.  There  the  spine  is  so  curved  that  the  conduction  of 
the  uterine  force  along  it  to  the  occiput  is  an  impossibility.  The 
spine  theory,  however,  utterly  fails  when  applied  to  the  explana- 
tion of  the  movements  of  the  head  at  the  brim  of  the  rickety  pelvis, 
so  utterly  thot  I  need  not  waste  time  in  refuting  it.     (Fig.  3.) 

The  cases  of  rickety  pelvis  I  have  seen  are  twelve  in  number. 
Two  of  them  were  in  Dr  A.  K.  Simpson's  consulting  practice,  two 
were  seen  with  Dr  llonaldson,  and  the  rest  were  in  disiHJUsary 
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practice.  In  all,  the  conjugate  varied  from  3  to  3|  inches,  whilst 
in  one  it  was  2|.  One  was  a  face  presentation,  two  were  the  rare 
posterior-parietal-bone  presentations,  and  the  rest  were  anterior- 
parietal  presentations.  In  all  of  them  turning  was  employed. 
No  mother  was  lost :  one  child  was  still-born,  in  one  I  had  to 
perforate  behind  the  ear,  in  another  Dr  Simpson  perforated  for 
prolapse  of  funis,  whilst  in  the  rest  living  and  thriving  children 
were  obtained.     In  two  of  the  cases  where  living  children  were 

Pio.  3. 


Foetus  in  utero,  seen  from  front,  from  a  woman  who  died  during  labour  (Labat). 
Note  curve  of  body. 

obtained,  all  the  previous  children  had  been  delivered  still-born 
by  forceps,  and  in  one  case  Dr  Simpson  extracted  a  living  child  by 
turning  where  a  previous  labour  had  been  terminated  by  crani- 
otomy. Four  of  the  children  had  the  vertical  spoon  furrow  in 
front  of  the  ear.  In  the  case  I  had  to  perforate  after  turning,  the 
posterior  side  of  the  head  was  indented  just  below  the  parietal 
eminence,  showing  transverse  contraction  at  the  brim. 

In  regard  to  the  method  of  turning  employed  in  such  cases,  it 
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requires  to  be  tlio  bipolar,  of  course.  It  is  better  to  have  skilled 
assistance,  aiul  to  be  careful  as  to  the  following  points: — After  the 
licnd  has  been  ])usl)e(l  away  from  the  brim,  and  the  breech  de- 
pressed, care  sliould  be  taken  to  manipulate  the  head  up  to  the 
fundus  before  any  traction  is  made.  After  lx)th  legs  have  been 
secured,  the  tmction  made  should  be  very  slight.  The  imiwr- 
taut  tiling  is  to  push  the  fietus  down  vigorously,  and  thus  keep 
the  anus  down.  This  saves  time,  as  delay  in  bringing  down  the 
arms  may  ])rove  fatal  to  the  child's  life.  In  the  extraction  of 
the  head  the  following  method  should  bo  employed  : — The  child's 
head  lying  transverse  in  the  brim,  the  body  is  carried  over  the 
symphysis  as  far  as  it  will  go,  and  moderate  traction  kept  up 
'rht'ii,  with  the  woman  in  the  dorsal  jwsture,  and  the  assistant 
kneeling  on  the  bed  at  her  side,  pressure  is  made  on  the  head  with 
both  hands,  and  in  the  axis  of  the  brim.  The  pressure  is  not  to 
be  modemte.  In  all  the  cases  I  have  driven  the  head  through 
with  all  the  force  I  could  exert,  and  have  never  seen  any  harm 
ensue.  When  the  head  is  thus  forced  into  the  pelvic  cavity,  the 
chiKl  should  be  swung  to  the  perineum,  and  then  the  head  can  be 
rapidly  extracted  in  the  ordinary  way,  viz.,  by  two  fingers  in 
the  mouth  and  two  below  the  occipital  protuberance.  The  most 
important  thing  is  the  downward  ])ushing  of  the  fcetus  and  the 
propulsion  of  the  head  suprapubically.  I  have  thus  followed 
Goodell's  teaching  thoroughly,  except  that  I  use  suprapubic  pres- 
sure earlier,  and  employ  very  little  traction. 

In  the  last  place,  I  have  now  to  consider  and  summarize  the 
lines,  based  on  mechanism,  to  be  laid  down  as  to  the  treatment  of 
arrested  head  at  the  brim.  In  order  to  make  this  complete,  and 
to  take  advantage  of  the  important  literature  found,  I  am  glad 
to  say,  in  our  own  Transactions,  I  shall  take  up  the  question  in 
its  wide  sense.  Given  a  head  arrested  at  the  brim,  how  is  the 
practitioner  to  treat  his  case  intelligently  and  safely  ?  We  all 
know  the  routine  advice — Put  on  the  forceps;  if  that  fails,  try  to 
turn ;  and  if  this  fails,  then  perforate.  Cases  are  recorded  where  all 
this  has  been  followed  by  CaBsarean  section.  It  is  better,  however, 
to  differentiate  the  cases  as  follows : — In  the  first  place,  chloro- 
form the  patient  and  pali)ate  the  head  suprapubically.  Note  the 
relation  of  the  uterus  and  cervix.  By  all  means  examine  the 
head  binumually,  i.e.,  with  two  fingers  in  the  vagina  and  hand 
above  pubis.  So  far  we  learn  if  the  head  lies  above  the  brim  or  is 
arrested  while  passing,  if  the  cervix  is  elongating  dangerously,  or 
if  the  head  is  hydrocephalic.  Then  pass  the  hand  into  the  vagina, 
and  note  the  mechanism.  If  the  head  is  transverse  at  the  brim, 
note  how  the  sagittal  suture  lies,  and  the  relation  of  the  fontanelles. 
If  the  sagittal  suture  is  transverse  and  near  the  sacrum  or  symphysis, 
and  if  both  fontanelles  are  easily  touched,  then  there  is  in  all  pro- 
bability conjugate  contraction.  Next  measure  the  conjugate  anil 
feel  the  space  between  the  forehead  and  iliac  margin  of  the  brim, 
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and  the  occiput  and  its  corresponding  margin.  By  this  we  learn 
the  relation  of  the  head  to  the  aperture,  viz.,  the  brim,  through 
which  it  has  to  pass. 

Now,  I.  If  the  head  is  presenting  a  parietal  bone,  then  forceps 
is  certainly  contra-indicated,  and  turning  proper.  But  it  may  be 
said,  How  can  one  tell  if  the  head  will  come  through  by  turning 
alone  ?     The  following  points  will  help  in  this : — 

(1.)  The  conjugata  vera  should  not  be  less  than  2|  inches.  A 
living  child  will  rarely  be  brought  through  a  conjugate  of  2^  inches. 

(2.)  If  the  forehead  is  dipping  well,  or  if  both  fontanelles  are  on 
a  level,  and  some  little  space  felt  in  the  transverse  diameter  on  the 
side  of  the  forehead  and  occiput,  and  if  the  conjugate  is  above  2f 
inches,  then  tui'ning  should  bring  through  a  living  child. 

(3.)  If,  however,  the  fontanelles  are  not  level,  i.e.,  if  the  anterior 
fontanelle  is  higher  than  the  posterior,  while  the  parietal  bone  pre- 
sents, then  turning  will  probably  fail,  as  this  mechanism  shows 
transverse  diminution  at  the  brim  too ;  cranioclasm  is  indicated. 

II.  If  the  occiput  dips,  and  the  anterior  fontanelle  is  high,  and 
the  sagittal  suture  in  an  oblique  diameter,  then,  as  the  pelvis  is 
justo-rainor  or  obliquely  contracted,  cceteris  paribus,  the  treatment 
should  be  forceps  or  cranioclasm,  not  turning.  The  limit  of  forceps 
in  justo-minor  pelves  is  not  well  known. 

I3ut,  it  may  be  urged,  what  about  cases  where  the  head  is  im- 
pacted and  turning  impossible  or  dangerous,  as  the  case  has  not 
been  seen  early  enough  ?  The  practitioner  should  keep  in  mind 
the  value  of  suprapubic  propulsion  or  the  lever.  Is  it  not  the  case 
that  we  turn  in  rickety  pelves  simply  to  push  the  head  vigorously 
through  the  brim  ?  The  day  may  come  when  we  shall  push  the 
head  through  the  rickety  pelvis  without  turning  first. 

Lastly,  in  the  rickety  pelvis,  if  the  lever  be  applied  over  the 
parietal  bone  not  presenting,  it  follows  from  what  has  gone  before 
that  the  natural  mechanism  can  be  easily  imitated  and  the  head 
dislodged  when  impacted,  or  before  this. 
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Mbctino  I.— NovKMBEa  9,  1881. 

Prof.  Alex.  Ruhskll  Simphon,  Vice- PrentUnt,  and  aftencard*  Dt  W.  Craio, 
Treaturer,  in  the  Chair, 

I.  />/•  Hamilton,  Hawick,  showed  a  small  calculus,  passed  from 
the  bladder  of  a  patient.  She  liad  previously  passed  several,  of 
wliich  this  was  the  largest. 

II.  Di'  Halliday  Groom  showed — {\st)  A  PAIR  OF  Simpson's 
FORCKPS,  with  a  perineal  curve  added  by  Dr  M'Vio  of  Chirnside. 
The  advantages  claimed  by  Dr  M'Vie  were — Ist,  straight  traction 
with  a  long  reach ;  2nd,  traction  nearer  to  the  a.xis  of  the  brim 
than  ordinary  Simpson  forceps;  3rd,  ease  and  precision  of 
introduction.  {2nd)  A  FCEius  with  cervical  and  lumbar  spina 
bitida. 

III.  Dr  Win.  Craig  showed  two  supeiinumerary  toes,  one  from 
each  foot,  removed  from  a  child.     They  were  preserved  in  chloral. 

IV.  Professor  Simpson  read  a  communication  on  tlie  uterine 
SOUND,  which  he  regarded  as  the  most  distinctly  epoch-making 
instrument  in  tlie  gynecological  armamentarium.  After  indicating, 
Jirst,  the  diagnostic  value  of  the  sound,  and  second,  its  therapeutic 
uses,  he  discussed,  tkii'd,  the  characters  of  a  serviceable  sound. 
With  regard  (a.)  to  the  material  which  served  for  the  construction 
of  the  most  widely  useful  instrument,  he  sliowed  that  the  best  was 
copper  plated  with  silver,  (b.)  The  markings  of  tlie  sound  were,  the 
knol)  at  2^  inches  from  the  point,  which,  instead  of  being  a  mere 
projection  of  the  convexity  or  concavity,  or  on  one  or  other  side, 
ought  to  be  always  made  in  tlie  form  of  a  vesicular  ridge  all  round 
the  instrument;  a  double  ridge  at  4^  inches,  and  two  circular  depres- 
sions at  3^  inches  and  5^  inches  respectively.  The  notch  at  1 J  inches 
was  unnecessary,  (c.)  The  most  useful  sound  should  have  a  stem 
only  8  inches  in  length,  set  on  a  square  handle,  so  that  when  the 
tip  of  the  forefinger  was  in  contact  with  the  2J  inch  ridge  the 
handle  could  rest  firmly  on  the  hypothenar  eminence.  He  de- 
scribed, fmtrth,  the  methods  of  using  the  sound — (a.)  as  introduced 
with  the  aid  of  Sims's  speculum  and  guided  by  the  eye ;  (b.)  as 
introduced  with  the  fingers  and  guided  by  the  sense  of  touch 
alone.  In  investigating  a  case  of  uterine  disease  with  the  sound, 
it  was  of  the  greatest  importance  to  make  a  bimanual  examination 
of  the  i)elvic  viscera  with  the  sound  in  utero,  and  this  could  only 

B 


10  THE   UTERINE   SOUND,   BY  PROFESSOR   SIMPSON. 

satisfactorily  be  accomplished  with  an  instrument  of  the  above 
form  and  measurements.  The  paper,  which  will  be  published  in 
full  in  the  Edinburgh  Medical  Journal,  concludes  with  a  paragraph 
as  to,  fifth,  the  contra-indications  to  the  use  of  the  sound. 


Dr  Craig  congratulated  Dr  Simpson  on  his  paper. 

Dr  Halliday  Croom  agreed  with  Dr  Simpson's  views  on  the 
sound.  The  sound  had  led  to  the  bimanual.  He  thought  the 
shortening  of  the  sound,  the  squaring  of  the  handle,  and  the 
description  of  the  bimanual  method  of  using  it  admirable.  It  was 
undoubtedly  the  case  that  no  special  uterine  replacers  were 
necessary.  He  believed  that  in  difficult  cases  the  use  of  the 
tenaculum  or  volsella,  by  straightening  the  canal,  contributed 
greatly  to  the  easy  introduction  of  the  sound. 

Dr  Donaldson  of  Boston  drew  attention  to  the  dangers  of  the 
sound,  viz.,  the  bringing  on  of  miscarriage  accidentally,  and  the 
perforation  of  the  uterine  wall.  He  had  done  the  latter  in  one 
case,  but  no  harm  resulted. 

Dr  Peter  Young  approved  of  Dr  Simpson's  modification  of  the 
sound.     The  old  instrument  was  far  too  rigid. 

Dr  Russell  Simpson  thanked  Dr  Croom  for  his  remark  on  the 
volsella.  As  to  the  cautions  given  by  Dr  Donaldson,  students 
were  too  apt  to  think  that  the  use  of  the  sound  was  uterine 
diagnosis.  This  was  wrong,  as  the  bimanual  must  be  carefully 
done  first.  He  did  not  think  the  sound  a  dangerous  instrument 
when  properly  used.  Some  abused  the  sound  because  they  did 
not  know  how  to  use  it. 

V.  Dr  Croom  then  read  his 

QUARTERLY  REPORT  OF  THE   ROYAL  MATERNITY  AND 
SIMPSON  MEMORIAL  HOSPITAL. 

This  report,  for  the  quarter  ending  31st  October  1881,  differs  from 
those  which  I  have  previously  presented  to  the  Society  to  this  extent, 
that  I  have  confined  it  simply  to  statistics,  without  entering  into 
any  extended  details  of  individual  cases.  Those  cases  which  presented 
special  features  I  hope  to  bring  before  the  Society  in  another  shape. 
The  report,  as  usual,  deals  with  intern  and  extern  cases. 

Intern  Cases. — During  the  quarter  50  women  were  delivered  of 
48  viable  children — 24  males,  24  females.  Primiparse  gave  birth 
to  14  males,  12  females ;  multiparas  to  10  males,  12  females. 

Average  Age. — Multiparse,  28-25  ;  Primiparse,  25'5. 

Average  Length  of  the  Stages  of  Labour. 

1st  Stage.  2nd  Stage.       3rd  Stage. 

Multiparse,  .       8h.  56m.         Ih.  32ni.         14m. 

Primiparse,  .     17h.  22m.         2h.  27m.         18m. 
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Avcrcuje  F^enfith  of  whole  Labours. — Multipara),  10  !i.  17m.; 
priuiipane,  22  h.  2Iiin. 

Clasgijication  of  Labours. — Natural,  35 ;  laborious,  10 ;  preter- 
niituml,  2 ;  complex,  .S.  One  street  birtlt  Two  abortions— one  at 
.'Srd  and  one  Gth  months. 

PoHit ions.— 1^0. A.,  S\;  RO.P.,  10;  RO.A.,0;  LO.P.,  1 ;  LS.A., 
2.  In  a  case  of  lahour  with  rickety  pelvis,  the  head  was  trans- 
versi!  all  throui^h  ;  occiput  to  the  left.  In  4  cases  the  position  was 
not  ascertained.     In  1  K.O.P.  the  position  was  persistent 

Of  the  lalM)rious  cases  7  were  instnimeiital.  In  5,  short 
forceps  were  used — in  2  cases  for  simple  inertia  in  primiparae;  in 
I  for  spasmodic  contraction  of  the  os  uteri  internum  in  a  primi- 
para;  in  1  for  simple  rigidity  of  cervi.x  in  a  secundipara;  in  1  of 
nuisculine  ixjlvis. 

Twin  Cases. 


l^escuUtion. 


No.  of 
Preg. 


II. 
III. 
IV. 


Vertex 
Breech 
Vertex 
Breecli 
lireeeli 
Vertex 
Breech 


Footling  / 


Position.         Sex.        Delivery. 


CLO.A. 

I  R.O.P. 

(  LS.A. 
t  R.O.P. 
( li.S.P. 


f. 

normal 

f. 

»f 

m. 

sh.  forceps 

f. 

normal 

f. 

>» 

f. 

»> 

m. 

M 

m. 

>l 

Re«ult  to 

Mother  and 

Foetus. 

alive 


In  2  ciises  cephalotripsy  was  performed — the  first  in  the  case 
of  a  .syphilitic  woman  with  a  conjugata  vera  measuring  under  2 J 
inches,  and  the  second  in  a  justo-minor  pelvis  with  a  conjugate 
harely  admitting  the  tips  of  the  three  fingers.  In  both  cases  the 
recovery  of  the  patient  was  uninterrupted. 

There  were  3  complex  cases — 2  cases  of  prolapsus  funis,  both  in 
j)rimi])ariL',  1  vertex,  1  breech  ;  1  accidental  haemorrhage,  membranes 
ruptured,  and  forceps  applied.  In  both  cases  of  prolapsus  funis 
the  t'ord  had  ceased  to  beat. 

The  perinanim  was  torn  in  8  cases — 7  primiparae,  1  multipara ; 
in  3  nvsi's  torn  to  verge  of  anus,  in  3  to  half  its  extent;  in  1  case 
oblique  tear,  in  I  slight  laceration. 

MniuKjcment. — First  3  sewn  with  silkworm  gut  The  others 
were  only  kept  clean. 

Result. — Of  tlie  first  3,  one  did  not  heal.  The  patient  syphilitic. 
The  oblique  tear  did  not  heal.     In  the  others  union  was  complete. 

In  3  cases  retention  of  urine  was  present  for  three  days — \\z., 
in  2  where  the  tear  was  to  the  verge  of  anus,  in  1  where  the  tear 
was  oblique. 

Puerperium. — With  the  single  exception  of  a  case  of  parametritis, 
which  ended  in  abscess  on  the  forty-fourth  day,  there  was  no  com- 
pliciition  during  the  puerperium. 
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Mortality  of  Intern  Gases. — Maternal,  2 — 1  pleurisy  with  effu- 
sion. Patient  was  admitted  in  this  condition,  and  died  a  few  hours 
after  delivery.  1  acute  peritonitis.  Infantile  deaths,  2 — 1  overlain  ; 
1  premature  at  seventh  month :  died  ten  days  after  labour  from 
convulsions.  Foetal  deaths:  2  embryulcia;  1  prolapse  of  cord  in 
a  primipara ;  1  prolapse  of  cord  in  a  multipara ;  1  haemorrhage 
three  weeks  before  delivery. 

Extern  Cases. — 159  women  were  delivered — multiparas,  130; 
primiparae,  29.  Average  age  of  multiparas,  28"5 ;  average  age  of 
primiparae,  21 '9. 

Classification  of  Labours. 

Miiltiparse.  Primiparse. 

Natural,        .  .143  117  26 

Preternatural,  .5  4  1 

Complex,       .  .6  5  1 

Abortions,     .  .         5  4  1 

Analysis. — Multiparee :  4  twins  (no  foetal  deaths) ;  1  placenta 
prgevia  (foetus  dead) ;  1  accidental  hgemorrhage  (foetus  alive) ;  1 
post-partum  haemorrhage  (foetus  alive)  ;  1  prolapse  of  funis  (dead). 
Primiparae :  1  breech  (foetus  alive) ;  1  post-partum  haemorrhage 
(foetus  alive). 

Mortality  in  Extern  Cases. — Maternal  mortality  nil.  Infant 
mortality : — Multiparce  gave  birth  to  133  children,  among  which 
the  mortality  was  14.  Primiparce  gave  birth  to  30  children, 
among  which  the  mortality  was  1.  Cause  of  Death. — 1  prolapse  of 
cord;  1  central  placenta  prsevia;  1  seventh  month,  from  injury, 
putrid ;  1  anencephalous,  with  spina  bifida  and  meningocele ;  1 
premature  birth ;  3  putrid,  near  term ;  5  cause  unknown. 


A  short  discussion  followed. 


Meeting  II. — November  23,  1881. 
Professor  Alex.  Russell  Simpson,  President,  in  the  Chair. 

The  office-  bearers  for  the  next  two  years  were  elected,  as  follows: — 
President,  Professor  Simpson ;  Vice-Presidents,  Dr  James  Carmichael, 
Dr  J.  Halliday  Groom  ;  Treasurer,  Dr  William  Craig ;  Secretaries, 
Dr  D.  Berry  Hart,  Dr  A.  H.  Barbour ;  Members  of  Council,  Dr 
Angus  Macdonald,  Dr  Connel,  Dr  Bruce ;  Librarian,  Dr  C.  E. 
Underbill. 

The  President,  in  the  name  of  the  Society,  expressed  sympathy 
with  Dr  Angus  Macdonald  in  his  being  temporarily  laid  aside. 
He  was  glad  to  hear  that  there  was  a  prospect  of  his  appearing  in 
the  Society  before  the  winter  session  closed.  The  good  work  done 
by  him  during  his  Presidency,  the  valuable  material  which  he  had 
contributed,  the  part  taken  by  him  in  the  debates,  added  to  the 
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responsibilities  of  those  who  had  to  succeed  him.  He  had  further 
to  express  his  j^ratitudo  for  tlie  honour  now  conferred  on  him  by 
the  Society,  lie  was  not  tlie  less  grateful  because  ho  had  already, 
as  President,  ex|H!rieiiced  the  kindness  of  the  Follows,  which 
removed  all  niisj;[iving3  and  gave  him  therefore  unalloyed  delight. 
He  was  glad  to  have  associated  with  himself  two  such  able  and 
active  Vice-Presidents  as  l)r  Curniichael  and  Dr  llalliday  Crooni. 
The  i)r()spects  of  the  Society,  from  its  financial  up  to  its  highest 
interests,  were  never  moi*o  prosi^rous,  and  he  looked  forward  to  a 
winter  of  good  work. 
The  minutes  of  last  meeting  were  read  and  approved  of. 

I.  Dr  Milne  Chapman  showed  a  riRCE  OF  woodkn  LKAD  PENCIL, 
2J  inches  long,  partially  encrusted  with  phosphates,  which  Mr  Bell 
had  lately  removed  from  a  woman's  bladder.  It  was  lying  fixed 
against  the  blaiUhu-  wall,  and  evidently  offered  occasional  obstruction 
to  the  flow  of  urine  from  the  left  ureter.  Its  shape  could  not  be 
accurately  determined  owing  to  its  position  and  fixation.  Mr  Bell 
was  asked  to  advise  as  to  what  openitive  measure  would  be  best 
He  tried  to  measure  the  mass  by  means  of  a  lithotrite,  but  was 
unable  to  gi-asp  it.  He  then  introduced  his  finger  per  urethram 
into  the  bladder  to  aid  diagnosis,  and  the  nature  of  the  case  was 
at  once  evident.  Removal  was  easy  by  means  of  a  polypus  forceps, 
and  was  at  once  undertaken.  The  bladder  wall  round  the  site  of 
the  i*encil  was  encrusted  with  stony  matter,  whicli  was  scraped  off, 
and  subsequent  daily  washings  out  were  employed.  There  was  no 
incontinence  of  urine  whatever  following  the  operation.  The 
])atient  has  been  three  years  married,  and  states  that  the  pencil  has 
been  in  the  bladder  twelve  weeks.  It  slipped  in  accidentally 
while  she  was  attempting  to  clear  away  something  wliich  she  says 
was  obstructing  the  water  passage.  The  external  genitals,  however, 
present  all  the  appearances  usually  accepted  as  characteristic 
of  masturbation. 

II.  The  following  paper,  by  William  Maslovsky,  M.D.,  from  the 
Laboratory  of  Professor  Slawjansky,  Gynecological  Clinic,  St 
Petersburg,  was  communicated  through  Dr  J.  Matthews  Duncan : — 

ON  THE  DEVELOPMENT  OF  MALIGNANT  FROM  NON- 
MALIGNANT  TUMOURS  OF  THE  UTERUS. 

For  the  last  ten  years  it  has  been  a  question  in  gynaecology 
whether  malignant  tumours  of  the  epithelial  type  (carcinoma)  can 
be  developed  from  adenoma.  During  this  time  the  possibility  of 
such  a  change  has  been  discussed  by  pathologists. 

In  the  year  1873^  Dr  Matthews  Duncan  and  Prof.  Slawjansky 

'  Edin.  Med.  Journal,  August  1873,  p.  97,  and  Obtt.  Journal  of  Great 
Britain  and  Ireland^  Nov.  1873,  p.  497. 
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described  a  polypus  removed  in  soft  masses  from  the  uterine 
cavity  of  a  woman  aged  52,  whose  hymen  was  entire.  Consider- 
ing the  age  of  the  patient,  the  general  appearance,  softness,  and 
fragility  of  the  tumour,  Dr  Duncan  thought  it  was  malignant ; 
but  Prof.  Slawjansky,  after  a  careful  microscopical  examination, 
decided  that  it  was  non-malignant,  an  adenoma  uteri  polyposum 
hgemorrhagicum. 

Six  weeks  after  the  operation  Dr  Duncan  examined  the  patient 
on  account  of  metrorrhagia,  and  found  that  the  portio  vaginalis 
uteri  and  upper  part  of  the  vagina  was  occupied  by  a  growing 
tumour,  which  was  easily  torn,  but  did  not  bleed  freely.  In  this 
case,  therefore,  there  was  recurrence  of  the  adenoma. 

Dr  Duncan  relates  another  case  occurring  in  his  practice, 
of  a  woman  rendered  anaemic  by  metrorrhagia.  After  dilating 
the  cervix,  nodular  masses  were  discovered,  and  removed  with 
forceps.  The  microscopical  examination  by  Dr  Hardie  showed 
that  the  tumour  differed  but  little  from  that  described  by  Prof. 
Slawjansky.  The  points  of  difference  are  not  mentioned.  Dr 
Duncan  observes  that  the  woman  was  not  benefited  by  the 
operation.  These  cases  raised  the  question  of  the  development  of 
malignant  tumoiirs  from  adenomata  which  were  not  malignant. 

In  the  year  1876  Klebs  ^  suggested  that  carcinoma  of  the  body 
of  the  uterus  might  be  developed  from  polypous  adenoma  by 
proliferation  of  the  glandular  elements,  but  the  occurrence  was 
proved  by  the  investigations  of  Breisky  and  J.  Veit. 

Breisky  ^  describes  the  case  of  a  woman,  aged  36,  who  suffered 
from  metrorrhagia.  The  portio  vaginalis  was  entire,  and  numerous 
polypi  were  attached  to  the  mucous  membrane  of  the  uterine 
cavity.  Portions  of  the  polypi  were  removed  and  examined 
microscopically  by  Prof.  Eppinger,  who  found  them  .to  be 
adenomata.  About  four  months  later,  on  account  of  repeated 
metrorrhagia,  the  cervix  was  again  dilated,  and  portions  of  tumour 
removed.  This  time  they  were  different  from  those  formerly  taken 
away,  being  softer  and  more  fragile,  and  having  the  appearance  of 
carcinoma.  Prof.  Eppinger's  examination  showed  that  the  glands, 
which  at  the  first  examination  contained  only  cylindrical  epithelium, 
were  now  lined  by  flat  epithelium  with  carcinomatous  prolongations 
into  the  underlying  tissues. 

Veit  ^  describes  the  case  of  a  woman,  aged  57,  suffering  from 
metrorrhagia.  A  polypus  of  soft  consistence  was  found  in  the 
dilated  cervix,  but  on  the  next  day,  when  it  was  to  be  operated 
on,  it  had  disappeared,  and  its  base,  23  centimetres  in  diameter, 
was  found  in  the  fundus.  This  was  removed  with  a  sharp  spoon, 
and  was  about  the  size  of  a  walnut.  Microscopical  preparations 
of  the  tumour  showed  some  glands  with  a  distinct  lumen,  and 

>  Handbuch  der  Path.  Anat.,  I.  Band,  II.  Abth.,  1878,  S.  870. 

»  Prager  Med.  Wochenschrift,  Jahrg.  1877-78. 

»  Zeitschrift  fur  Geb.  mid  Gyn.,  I.  Band,  1877,  S.  467. 
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lined  by  cyliiidricnl  epithelium ;  others  with  distinct  walls  fiUml 
with  epithelial  cells  of  different  forms  und  sizes,  and  amouKSt  the 
gliiiuls,  hut  apparently  separated  from  thorn,  masses  of  large 
epithelial  cells.  Veit  considers  that  this  case  proves  the  develop- 
ment of  carcinoma  from  adenoma,  and  that  the  carcinoma  is  formcKl, 
not  from  normal  uterine  glands,  hut  from  hyiwrtrophic  elements  of 
adouonm.  The  investigations  of  Breisky  and  Veit  thus  confirm 
the  anatomical  transformation  of  adenoma  into  carcinoma,  and 
establish  two  forms  of  carcinoma — the  diffuse  (Breisky),  and  the 
polypoid  (Veit). 

During  the  next  four  years  nothing  further  was  published  on 
the  subject.  I  was  induced  to  take  it  up  myself,  by  the  rarity  of 
the  disease,  and  by  the  possibility  of  following  on  the  same  patient 
the  various  stages  of  the  transformation  of  adenoma  into  carcinoma, 
and  of  establishing  a  differential  diagnosis  between  them.  I  made 
use  of  i)athological  preparations  of  the  uterus  and  of  portions  of 
tumours  kindly  supjdied  to  me  by  Prof.  Slawjansky  from  two  of 
his  cases.  I  shall  first  describe  each  case  separately,  and  then 
compare  them  and  make  what  deductions  I  can. 

Case  I.— On  the  23rd  February  1878  the  widow  M.,  of  the 
government  of  Twer,  aged  78,  came  to  Prof.  Slawjansky *s  clinic.  She 
complained  of  metrorrhagia,  pain  in  the  lower  abdomen  and  kidneys, 
and  an  occasional  fetid  discharge.  It  appeared  that  the  patient  had 
never  been  pregnant.  She  had  been  ill  for  four  months,  and  was 
greatly  emaciated.  The  uterus  was  retroverted  and  nmch  en- 
larged. Hard  tumours  were  felt  through  the  left  vaginal  roof, 
attached  to  the  uterus  near  the  base  of  the  broad  ligament  They 
moved  with  the  uterus,  and  were  not  connected  with  the  pelvic 
bones.  Notwithstanding  injections  of  ol.  Martis  into  the  uterine 
cavity,  a  discharge  either  of  pure  blood,  offensive  sanious  fluid,  or 
fetid  purulent  matter  continued.  Three  weeks  after  her  admission 
obstinate  vomiting  set  in,  and  she  died  of  e.xhaustion  on  the  6th 
of  March.  At  the  post-mortem  examination  changes  of  the  organs, 
due  to  old  age  and  chronic  nephritis,  were  found.  The  chief 
interest  attached  to  the  uterus,  which  was  much  enlarged ;  its 
walls  contained  several  fibroids,  from  the  size  of  a  pea  to  that  of 
a  walnut.  There  was  an  elevated  ulcer,  with  ill-defined  borders 
and  spongy  section  on  the  right  side  of  the  fundus.  In  the 
uterine  wall,  beneath  the  ulcer,  was  a  tumour  the  size  of  a  hen's 
egg ;  the  peritoneum  covering  it  was  free.  On  the  portio  vaginalis 
were  several  superficial  ulcers.  The  length  of  the  uterus  was  12*5, 
the  breadth  58  centimetres.  Portions  of  the  ulcer  and  whole 
uterine  wall  were  removed  in  a  sagittal  direction,  and  haitlened  in 
a  solution  of  picric  acid,  gum  arabic,  and  absolute  alcohol ;  and 
transverse  sections  made  from  them  were  stained  with  picrocar- 
mine  and  with  eosine. 

The  whole  section,  examined  microscopically  (Verick  I),  consisted 
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of  glands  held  together  by  a  thin  connective  tissue  network.  Tlie 
glands  varied  in  the  form  and  arrangement  of  their  epithelial 
elements.  The  first  variety  was  abnormally  large  utricular  glands 
lined  with  moderately  long  cylindrical  epithelium,  arranged  typi- 
cally in  one  row  at  right  angles  to  the  gland  wall,  the  cells  con- 
taining well-marked  oval  nuclei.  Several  of  the  cells  contained 
two  or  three  large  nuclei.  Some  of  the  glands  had  a  normal 
lumen,  others  were  dilated  to  form  cysts,  but  in  all  the  epithelium 
was  typical.  The  epithelium  of  all  these  glands  was  sharply 
separated  from  the  underlying  tissues  by  a  thin  line  containing 
here  and  there  a  nucleus  (membrana  propria). 

The  second  variety  were  lined  with  a  double  layer  (Fig.  1,  a)  of 
epithelium.  The  cells  of  the  upper  layer  were  cylindrical,  fusi- 
form, and  goblet-shaped,  and  their  nuclei  appeared  to  be  under- 
going division.  The  upper  layer  was  evidently  deiived  from  the 
lower  layer  by  the  division  of  its  cells,  as  some  nuclei  in  the 
lower  layer  were  seen  dividing.  In  most  of  the  glands  the  upper 
layer  was  continuous,  but  in  some  it  was  present  only  at  certain 
parts ;  here  masses  of  polygonal  nucleated  cells  encroached  con- 
siderably on  the  lumen  of  the  glands. 

The  third  form  of  glands  contained  no  lumen,  but  were  filled 
with  polygonal  cells  derived  by  division  from  the  deeper  layers. 

In  all  the  varieties  the  mural  or  deep  layer  consists  of  cylindrical, 
radially  arranged  cells. 

Some  of  tlie  completely  filled  glands  were  sharply  separated 
from  the  underlying  tissues ;  in  others  the  polygonal  cells  passed 
through  the  gland  wall  at  certain  points  and  formed  nests  in  the 
surrounding  tissues  continuous  with  the  cells  in  the  gland  (Fig.  1, 
b).  The  penetration  of  the  cells  into  the  underlying  tissues  was 
seen,  but  less  frequently,  in  the  glands  lined  by  a  single  layer  of 
epitheliuu).  Besides  these  protections  of  epithelium,  other  small 
epithelial  masses  were  seen,  evidently  unconnected  with  the  glands. 
From  some  of  the  glands  sharply -bounded  protrusions  arose,  lined 
with  cylindrical  epithelium,  and  between  these  glands  the  con- 
nective tissue  was  very  thin,  sometimes  only  one  or  two  bundles 
of  fibres  separating  them.  The  stroma  consisted  chiefly  of  fibres 
between  which  were  fusiform  cells.  Few  capillaries  with  blood 
corpuscles  were  seen.  There  were  no  granulation  elements  and  no 
extravasations.  At  the  periphery  of  the  tumour  muscular  tissue 
appeared  in  the  stroma,  and  here  the  completely  filled  glands  were 
much  less  frequent. 

Case  II. — May  1881,  S.,  aged  59.  Catamenia  appeared  at  the  age 
of  12 ;  regular  since.  Married  at  16.  Six  children,  the  last  thirty 
years  ago.  Good  confinements.  At  the  age  of  40  she  began  to 
suffer  from  meno-  and  metrorrhagia.  In  1868  a  fibrous  polypus 
was  removed,  but  the  menorrhagia  continued.  From  the  29th  of 
June  1880  the  haemorrhage  was  continuous  but  small  in  quantity, 
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Fig.  1. — a,  Glandular  cavity  covered  with  epithelium,  arranged  in  several  layers  ; 
b,  Glandular  cavity,  the  epithelium  of  which  is  growing  into  the  connective 
tissue,  at  both  ends,  c,  c,  the  lining  membrane  (membrana  propria)  being 
destroyed. 
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Flo.  2. — Glandular  cavity  of  which  the  membmna  propria  is  lost,     a.  Epithelium  of 
this  cuvity  growing  into  one  of  the  adjacent  lymphatic  vessels. 
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and  in  the  following  October  she  began  to  complain  of  pain  in  the 
ulMJoinen.  She  took  to  her  bed  on  the  first  of  Novemlxjr.  In 
January  1881  the  index  finger  could  be  passed  into  the  cervix,  and 
came  upon  u  snuill  soft  tumour  in  the  cervical  canal.  The  fundus 
vaginie  was  iiidetinitely  full  or  hard,  especially  to  the  right  side  of 
the  cervix.  I  ii  consequence  of  the  fatness  of  the  ab<Iominal  walls  the 
outlines  of  the  uterus  and  surrounding  mass  could  not  Ihj  defined. 
During  February  tiie  tumour  in  the  cervicyil  canal  set  up 
spasmodic  pains,  and  l)y  the  4th  of  March  it  formed  a  protrusion 
into  the  vugiiui  of  the  size  of  an  almond.  It  was  dark  red  and 
soft,  bled  on  pressure,  and  was  attached  by  a  stoutish  pedicle  to 
the  interior  of  the  uterus.  The  tumour  and  as  much  as  possible 
of  the  pedicle  were  removed  with  forceps  ;  the  hsemorrhage 
stoppeil,  and  the  patient  felt  better.  On  the  5th  of  April  the 
hijemorrimge  returned,  with  pains  in  the  abdomen  and  slight  fever, 
and  siie  was  obliged  to  take  to  her  bed.  On  the  22nd  a  tumour 
like  the  former  one,  but  attaciied  to  a  thinner  pedicle,  and  about 
the  size  of  an  almond,  was  found  protruding  from  the  cervix. 
A  consultation  was  held,  and  two  consecutive  examinations 
were  nuule,  during  and  after  which  there  was  considerable  haemor- 
rhage. The  next  day  some  clots  were  discharged,  and  on  the  day 
after  that  the  tumour  had  disappeared.  Douglas's  pouch  occupied 
by  hard  masses,  cervix  directed  towai-ds  the  symphysis.  On  the 
1st  of  May  the  urine  contained  blood  and  clots.  Microscopical 
examination  of  the  urine  revealed  nothing  but  crenate  blood- 
corpuscles.  On  the  same  day  the  patient  became  jaundiced,  and 
the  border  of  the  liver  could  be  felt.  The  masses  of  polypus 
wliich  had  l>een  removed  were  soft  and  uneven,  and  contained 
extravasations  both  on  the  surface  and  internally.  They  were 
hardiMied  with  the-  reagents  mentioned  above,  and  the  section.^ 
were  stained  with  eosine.  The  microscopical  characters  (Verick 
i)  of  the  tumours,  though  generally  resembling  those  of  the 
first  case,  presented  several  essential  points  of  difference.  In  the 
pi-oliferation  of  the  cylindrical  epithelium  of  the  glands,  and  in  the 
transition  from  glands  lined  with  a  single  epithelial  layer  to 
those  completely  filled  with  cells,  and  in  the  infiltration  of 
the  adjacent  tissues,  the  two  cases  were  alike.  The  present 
case  differs  from  the  first  both  in  the  form  and  mode  of 
growth  of  the  epithelial  cells  into  the  underlying  tissue,  and  in 
the  nature  of  the  stroma,  the  cells,  both  in  the  glands  and  stroma, 
being  nearly  cubical,  and  not  of  different  shapes,  as  in  the  first 
case.  In  the  first  case  the  infiltrating  cells  did  not  extend  far  from 
the  glands ;  here  they  are  widely  and  irregularly  spread  in  the 
tissues.  A  further  peculiarity  of  the  second  case  is  the  arrange- 
ment of  the  infiltrating  epithelium  in  columns,  as  if  it  were  in  a 
tube  which  it  does  not  completely  fill,  each  column  being  sur- 
rounded by  an  empty  space.  The  walls  of  the  tube  are  smooth, 
and  contain  fiat  nucleated  cells.     The  relations  of  the  epithelium 
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to  the  tubes  is  well  seen  where  the  latter  are  divided  transversely. 
Externally  is  the  tube  wall,  then  a  clear  space,  and  in  the  centre 
the  round  transverse  section  of  the  epithelial  column.  The  ap- 
pearances lead  us  to  believe  that  the  epithelial  cells  spread  through 
the  lymphatic  vessels  (Fig.  2,  a).  In  the  second  case  the  stroma 
is  much  more  abundant  than  in  the  first,  and  the  glands  are 
separated  by  wide  intervals.  Another  peculiarity  of  the  second 
case  is  the  abundance  of  bloodvessels.  Some  of  the  capillaries 
are  of  large  size,  and  explain  the  existence  of  the  extravasations 
described  above. 

On  comparing  the  two  cases  we  see  that  they  present  a  com- 
pound form  of  tumour.  On  the  one  hand  are  adenomatous 
cavities  with  typically  arranged  cylindrical  epithelium,  and  on  the 
other  cavities  developed  gradually  from  them,  completely  filled 
with  cells,  and  sending  prolongations  of  cells  into  the  neighbour- 
ing tissues.  The  transition  is  effected  by  the  multiplication  of  the 
mural  or  deep  layer  of  cylindrical  epithelium  in  two  directions, 
inwards  to  choke  up  the  cavities  of  the  glands,  and  outwards 
to  infiltrate  the  tissues. 

The  epithelium  filling  the  lumen  of  the  glands  is  either  multi- 
form (first  case)  or  uniform  (second  case).  The  lining  cylindrical 
epithelium  in  the  choked  glands  maintains  its  radial  arrangement. 
The  epithelium  spreading  in  the  tissues  either  simply  separates 
the  fibres  in  the  neighbourhood  of  the  glands,  or  infiltrates  the 
tissues  diffusely,  or  extends  along  the  lymphatics.  Both  the 
histological  structure  and  the  clinical  course  (dissemination  and 
rapid  recurrence  in  the  second  case)  oblige  us  to  acknowledge  the 
malignant  nature  of  the  final  tumour  (adenoma  malignum).  In 
anatomical  structure  the  tumour  is  analogous  to  the  form  of  carci- 
noma of  the  large  intestine  described  by  Klebs  '  under  the'  name 
of  epithelioma-cylindro-cellulare  carcinomatosum.  The  above 
facts,  establishing  as  they  do  a  relationship  between  the  benign  and 
malignant  polypous  adenomata  of  the  uterus,  and  explaining  the 
origin  of  the  latter,  are  of  great  practical  importance  in  prognosis, 
for  this  must  always  depend  upon  the  recognition  of  the  malignity 
or  harmlessness  of  the  tumour. 

The  differential  diagnosis  of  benign  and  malignant  tumours 
depends  upon  their  histological  structure.  In  the  benign  the 
glands  are  abnormally  large  and  contain  a  lumen  which  may  be 
dilated  to  form  a  cyst,  but  all  are  lined  with  cylindrical  epithelium. 
The  epithelium  is  typically  arranged, — that  is  to  say,  the  cells  are 
all  placed  at  right  angles  to  the  gland  wall,  and  are  sharply 
separated  from  the  subjacent  tissues. 

In  the  malignant,  on  the  contrary,  the  epithelium  is  arranged  in 

two  layers,  and  may  completely  fill  the  cavity  of  the  gland.     The 

epithelium  filling  the  cavities  may  be  either  uniform  or  multiform. 

In  all  cases  the  lower  cylindrical  layer  of  epithelium  maintains  its 

»  Klebs,  loc.  cit,  1869,  S.  247. 
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typical  radial  arrAn<;omcnt.  In  the  lost  point  the  malignant 
adenomata  dilfer  from  tlie  carciiiomata,  in  which  the  arruii^'eiiieiit 
of  the  epithelium  in  the  tissue  spaces  is  different.  The  mali;,Miunt 
cliaractcr  of  the  tumours  is  most  marked  when  the  epithelium  is 
not  separated  from  the  underlying  tissues  —  when  it  infiltrates 
them, — or  spreads  along  tlie  lympliatic  vessels.  In  general  it  may 
be  said  that  the  uniform  appearance  of  a  harmless  adenoma  re- 
assures the  gyntecologist,  while  that  of  the  malignant,  with  its 
e])ithelium  proliferating  and  spreading  in  all  directions,  involun- 
tarily excites  him  to  adopt  a  timely  and  energetic  treatment  as  the 
only  means  of  saving  his  patient's  life. 

The  PremierU  congratulated  the  Society  on  having  received 
from  Dr  Miuslovsky  such  an  able  and  interesting  communication. 
He  would  have  liked  to  have  had  an  opportunity  of 
studying  the  paper,  but  on  hearing  it  read  he  did  not 
think  that  the  first  case  was  a  true  development  of  a 
malignant  from  a  non-malignant  tumour.  The  polypus  ha«l 
been  removed  twelve  years  previously,  and  the  same  patient 
might  subsequently  become  tiie  subject  of  a  carcinomatous 
development.  He  had  seen  the  case  referred  to  in  Sir  J.  Y. 
Simpson's  lectures,  in  which  there  was  a  polypus  in  the  upper 
part  of  a  uterus,  in  the  lower  part  of  which  there  was  commencing 
malignant  degeneration  from  which  the  patient  died.  The 
malignant  degeneration  in  Dr  Maslovsky's  first  case  seemed  to  be 
sarcomatous;  there  were  oat-shaped  bodies  present  in  the  substance 
of  the  tumour,  resembling  those  of  a  spindle-celled  sarcoma ;  the 
glandular  proliferation  might  have  been  superadded. 

Dr  Gordon  remarked  that  the  practical  deduction  was  to  get  rid 
of  all  tumours  as  early  as  possible.  The  recurrent  fibroid  in  the 
breast  was  an  example  of  a  simple  tumour  becoming  malignant 

Dr  Carmichad  thought  the  paper  very  suggestive.  A  hard  and 
fast  line  could  not  be  drawn  between  malignant  and  non-malignant 
tumours.  Cancerous  tumours  were  of  an  epithelial  type,  and 
peculiar  from  their  rapid  progress  and  invasion  of  surrounding 
tissues.  The  subject  reijuired  further  investigation, but  the  pai)er  was 
a  valuable  contribution  to  it  He  suggested  that  the  writer  be  made 
a  corresponding  member  of  the  Society,  if  he  were  not  one  already. 

Dr  Bitist  said  that  all  were  agreed  that  non-malignant  could 
develop  into  malignant  tumours,  but  there  was  obscurity  as  to 
how  this  occurred.  The  division  of  tumours  into  benign  and 
malignant  was  artificial ;  no  tumours  were  beneficial,  or  could  be 
spoken  of  as  benign.  The  clinical  distinction  chiefiy  relied  on  in 
diagnosis  was  the  following : — Innocent  tumours  were  firm,  con- 
tained little  juice  and  few  young  cells,  were  sparingly  vascular  and 
circumscribed  ;  the  malignant  were  soft,  contained  much  blood  with 
juice  and  young  cells,  and  infiltrated  the  tissues  around.  With  the 
latter,  cachexia  was  present     He  desiderated  clinical  data  in  the 
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report  of  the  cases  submitted.  The  first  case  seemed  to  be  a 
degenerated  fibroid ;  ulceration  might  be  expected  in  such  a  case. 
The  second  case  was  like  an  adenomatous  tumour  which  had 
degenerated  ;  it  had  not  a  cancerous  appearance. 

Dr  Craig  showed  that  a  priori  we  should  expect  the  develop- 
ment of  simple  into  malignant  tumours ;  there  was  nothing  less 
likely  than  that  these  should  escape  malignant  degeneration.  It 
was  difficult  to  sliow  how  malignant  growths  could  appear  in 
normal  tissue. 

Dr  Chapman  said  an  epithelial  cell  was  required  for  the  develop- 
ment of  malignant  disease.  In  the  cases  reported  the  changes 
began  on  the  surface  and  extended  downwards. 

Dr  Hart  referred  to  Cohnheim's  theory  that  tumours  arise  from 
germinal  tissue. 

Dr  John  Eobertson  remarked  on  the  peculiarity  of  the  character 
of  the  cells  in  malignant  tumours ;  they  were  larger,  and  arose  from 
processes  of  proliferating  cells  as  in  the  cases  described. 

At  the  close  of  the  discussion  the  nomination  of  Dr  Maslovsky 
as  a  corresponding  member  was  proposed  by  Dr  Carmichael, 
and  seconded  by  Dr  Craig. 

III.  The  following  paper,  by  T.  G.  Nasmyth,  M.B.,  was  com- 
municated by  Dr  Hart : — 

A  CASE  OF  INDUCTION  OF  PREMATURE  LABOUR, 
PATIENT  HAVING  BEEN  PREVIOUSLY  DELIVERED  BY 
CRANIOTOMY. 

The  following  case  presents  features  of  unusual  interest,  from  both 
a  medical  and  medico -legal  aspect. 

A.  W.,  unmarried,  aged  39,  has  now  had  four  children.  Her 
first  three  were  all  destroyed,  craniotomy  having  been  performed 
at  each  delivery,  and  every  time  the  woman  was  seriously  ill,  the 
result  of  the  dangerous  operations  she  had  to  undergo.  The  last 
time  craniotomy  was  performed  I  was  present,  and  saw  the  opera- 
tion performed  by  my  predecessor,  the  late  Dr  Mungall.  I  re- 
member he  did  not  fail  to  tell  her  the  danger  she  ran,  and  the  pro- 
bability that  she  might  die  from  the  operation.  She  lately,  how- 
ever, again  became  enceinte,  and  was  in  full  anticipation  of  the 
certain  death  of  her  offspring  and  the  probable  death  of  herself. 
I  think  the  law  should  interfere  with  such  a  confirmed  offender, 
three  lives  having  been  destroyed  from  her  own  avoidable  mistakes. 

The  woman  is  a  poor  deformed  creature,  very  small  in  stature, 
and  badly  made.     Weighs  about  7  stones  ;  height,  5  feet. 

On  hearing  that  she  was  enceinte,  I  went  to  her  sister,  a  married 
woman  with  a  family  of  her  own,  and  urged  her  to  endeavour  to 
get  her  sister  to  come  and  see  me,  so  that  for  my  own  satisfaction,  and 
to  be  forearmed  for  what  was  to  come,  I  might  examine  and  ascertain 
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what  was  the  condition  of  her  pelvis,  and,  if  I  found  that  amount 
of  deformity  which  would  justify  the  early  induction  of  lalM)ur,  to 
do  8o.  She,  however,  would  not  come  till  late  in  what  she  l>clieved 
wiw  the  ei;,'hth  mouth  of  pregnancy.  On  examination  I  found  that 
the  pelvia  was  a  decidedly  rachitic  one,  the  pubic  angle  wide,  and 
the  body  of  the  sacrum  projecting  well  forward  into  the  cavity  of 
the  pelvis.  Using  the  breadth  of  my  fingera  as  a  pelvimeter,  I 
found  that  four  fingers  could  not  pass  between  the  sacrum  and 
pubic  symphysis.  My  fingei-s  are  about  2^  inches  in  breadth.  I 
therefore  cume  to  the  conclusion  that  I  should  at  once  induce  prc- 
nmture  labour.  I  therefore  passed  a  gum  elastic  catheter  into  the 
uterus,  posteriorly  to  the  membrane  and  enclosed  child.  The 
catheter  remained  in  twenty-four  hours,  and  during  that  time 
gradual  dilatation  of  the  os  occurred,  but  no  uterine  c  ntractions 
were  felt.  At  the  end  of  that  time  I  passed  a  sound  into  the 
uterus  and  separated  the  membrane  round  the  margin  of  the  os, 
and  left  the  woman  with  injunctions  to  send  for  me  after  uterine 
action  had  been  well  established.  At  the  end  of  thirty-six  hours 
from  the  lirst  introduction  of  the  catheter  I  was  called,  and  found 
that  the  head  wius  engaged  at  the  brim,  and  that  there  were  strong 
uterine  contractions.  I,  without  using  chloroform,  introduced 
Simpson's  forceps,  and  with  less  ditticulty  delivereil  a  living  child 
than  in  some  forceps  cases  I  have  had.  Tlie  child  was  small, —  I 
did  not  weigh  it,  however, — and  looked  as  if  not  more  than  at  the 
eighth  month.  Since  then  it  is  getting  on  quite  well,  and,  if  the 
mother  is  at  all  desirous  of  its  survival,  should  continue  so. 

In  consulting  authorities  previous  and  subsequent  to  my  case,  I 
lind  there  is  not  at  all  a  unanimous  opinion  regarding  the  lowest 
possible  conjugate  diameter  through  wliich  a  foetal  head  may  pass 
without  reduction.   .  This  can  be  explained  in  various  ways. 

Dilierent  writers  having  different  means  of  pelvic  measurers,  and 
each  not  giving  quite  the  same  result.  Then  there  must  be  taken 
into  account  the  ditferent  degrees  of  development  of  both  mother 
and  child.  Some  women  are  better  adapted  for  bearing  chihlren 
than  others, — it  may  be  from  having  a  better-formed  pelvis,  or 
nuiy  be  less  interfered  with  from  le>»s  space  being  taken  up  by  the 
pelvic  muscles ;  or  another,  what  is  more  important,  their  infants' 
heads  being  unusually  small.  In  this  case  a  woman  whose  pelvis 
was  not  so  well  developed  as  to  come  up  to  the  standard  given  in 
books  might  have  no  ditticulty  in  parturition ;  so  that  I  think 
there  should  something  else  be  taken  into  account  to  determine 
whether  craniotomy  or  turning  is  to  be  performed  than  the  mere 
ditterence  of  a  small  fraction  of  an  inch. 

In  my  case  I  was  certain  that  the  head  was  smaller  than  in  any 
of  the  former  times  from  })rematurity ;  but  even  if  it  had  been  at 
full  time  1  should  have  tried  turning  firet,  and  I  do  not  think 
that,  although  the  head  had  become  fi.xed  at  the  brim,  the  perform- 
ance of  craniotomy  would  be  much  more  diilicult  than  by  the 
ordinary  way. 
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Dr  Buist  was  struck  with  the  length  of  time  wliich  elapsed 
before  labour  began.  His  experience  was  that  if  you  introduced 
the  catheter  over  night,  labour  set  in  next  morning.  On  one 
occasion  he  had  introduced  the  catheter  at  10  p.m.,  and  by  8.30  a.m. 
delivery  was  completed.  On  another  occasion  the  child  was  born 
before  he  arrived. 

Dr  Carmichael  had  not  often  induced  labour  in  this  way,  as  he 
always  found  it  took  a  long  time.  In  Dr  Buist's  cases  labour 
might  have  begun  before  interference. 

The  President  said  there  was  no  doubt  that  Dr  Nasmyth  did 
what  was  right  in  the  interests  of  the  child.  It  was  better  to  in- 
troduce a  solid  bougie,  of  larger  size  than  a  catheter,  as  it  was  less 
likely  to  be  a  source  of  infection.  This  was  the  best  method 
when  there  was  little  time.  In  other  cases  separation  of  the 
membrane  was  good  practice.  The  remarks  on  the  case  were 
judicious ;  we  should  not  be  guided  by  the  length  of  the  conjugate 
diameter  alone. 

IV.  Dr  Church  read  a  paper  on  a 

CASE  OF  LABOUR  COMPLICATED  WITH  ACUTE  NEPHRITIS 
AND  ECLAMPSIA. 

Mrs  a.,  aged  27  years,  states  that  she  has  always  enjoyed  good 
health,  but  according  to  her  mother's  account  she  suffered  from 
"  fits  "  for  two  years,  between  15  and  17  years  of  age,  but  after 
scarlet  fever  at  17,  had  never  any  return  of  them.  She  came 
under  my  care  in  April  1879,  when  she  was  delivered  of  her  first 
child.  Her  labour  though  protracted  was  natural,  recovery  rapid. 
She  nursed  her  child,  which  died  of  meningitis  with  convulsions 
after  a  short  illness,  when  ten  months  old. 

Her  second  labour  commenced  on  13th  February  1881,  about 
a  fortnight  before  the  expected  time,  twenty-three  months  after 
her  first  confinement.  For  several  weeks  before  she  could  with 
difficulty  rise  from  her  sofa,  on  account  of  great  oedema  of  both 
legs,  which  was  but  little  relieved  by  diuretics  or  other  treatment. 
She  was  also  troubled  with  sickness  and  retching,  much  more  than 
in  the  early  months  of  her  pregnancy.  At  what  hour  labour  pains 
came  on  I  could  not  ascertain,  but  there  were  certainly  none  for 
some  hours  after  convulsions  took  place.  I  was  called  to  see  her 
on  the  evening  of  13th  February,  at  9  p.m.,  shortly  after  her  first 
fit.  She  complained  then  of  loss  of  sight.  Thirty  grains  of 
chloral  were  administered,  and  a  sinapism  applied  to  the  spine. 
At  11  p.m.  she  had  a  second  fit. 

February  lAth. — At  2  A.M.  she  had  a  third  fit,  and  at  4  a.m.  she 
had  recovered  consciousness  to  some  extent,  and  asked  for  tea. 
The  convulsions,  however,  soon  recurred  with  more  violence,  and 
at   shorter   intervals,   and   with   marked   opisthonotos.      Chloral 
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enemata  and  inhalation  of  chloroform  Beeinod  to  do  but  little  to 
clieck  their  severity  or  frequency.  At  10  a.m.  Professor  Simpson 
kindly  saw  the  patient  with  me,  and  remained  for  some  hours.  At 
this  time  she  had  laid  fuurteen  convulsion-s,  and  was  quite  uncon- 
scious. As  the  OS  uteri  wtis  dilatin<;  well,  the  membranes  were 
ruptured  and  a  breech  presented.  A  fibrous  band  in  the  perineum 
prevented  the  descent,  but  with  the  assistance  of  the  fingers  the 
first  child  was  born  at  12.30,  still-born  The  convulsions  con- 
tinued. Twelve  minims  of  solution  of  pilocarpin  (j,n-.  \)  were 
injected  subcutaneously,  but  though  fresh  from  Duncan,  Flockhart, 
&  Co.,  had  little  effect  in  producing  diaphoresis.  The  second  child, 
head  presenting,  was  si)eedily  expelled,  also  still-born,  though  the 
heart  pulsations  could  be  felt  They  were  both  fine  large  male 
children.  Every  effort  was  made  in  the  case  of  both  to  pro- 
mote respiration,  but  without  success.  From  the  lungs  of  the 
second  child  a  large  (quantity  of  liquor  amnii  escaj)ed.  Uterine 
contractions  took  place  after  a  subcutaneous  injection  of  ergotine, 
and  in  a  few  minutes  a  double  placenta  was  e.xpelled.  There  was 
little  postpartum  hemorrhage.  After  delivery  six  fits  occurred, 
the  last  about  6.30  p.m.  Digitalis  fomentations  were  kept  con- 
stantly applied  to  the  loins,  and  at  9  p.m.  \  grain  of  bimeconate  of 
morphia  was  subcutaneously  injected.  The  pulse  was  then  140, 
small  and  inegular  ;  respirations  32.     Patient  quite  unconscious. 

15th  Februni-y.— 10  a.m.  Pulse  120.  Temperature  102°.  Com- 
plete unconsciousness.  Pupils  sensitive.  I  drew  off  15  oz.  of 
dark,  smoky  urine,  with  large  quantity  of  albumen  and  tube 
casts.  She  swallowed  a  little  milk.  At  5  p.m.  2  drops  of 
croton  oil  were  administered.  At  10  p.m.,  pulse  108,  irregular. 
Urine  dmwn  off;  face  more  swollen,  legs  les.s. 

February  \Qth. — 10  a.m.  Pulse  108,  irregular  ;  temperature 
lOr'2.  Patient  had  perspired  freely  during  the  night ;  skin  was 
now  moist.  When  spoken  to  aloud  she  opened  her  eyes.  Bowels 
had  been  freely  moved  from  the  croton  oil.  32  oz.  of  urine, 
rather  lighter  in  colour,  were  drawn  off,  after  which  she  was  not 
quite  so  restless.  6  p.m.  Pulse  108,  stronger  ;  temperature  100°. 
oedema  of  face  less.  Patient  is  flinging  her  arms  about  and  s  «ying, 
"  Oh,  dear  ! "  She  has  had  a  teacupful  of  milk  every  two  hours. 
The  digitalis  fomentations  have  been  constantly  continued.  She 
lies  mostly  upon  her  back,  but  attempts  to  move.  Right  side 
moves  most,  and  an  attempt  is  made  to  draw  up  the  right  leg. 
Discharge  natural :  40  oz.  ot"  urine  were  drawn  off,  clearer  than  in 
the  morning.  At  7  P.M.  30  grains  of  bromide  of  potash  were 
given  ;  at  10  nurse  drew  ofl'  urine,  and  at  11  bowels  were  freely 
moved. 

February  17th,  10  A.M.. — Patient  when  asked  puts  out  her 
tongue,  which  is  dry  and  coated.  At  1  P.M.  (seventy-two  hours  after 
delivery)  she  recognised  her  husband.  Pulse  92,  stronger  and 
regular ;    temperature   normal ;   respiration  quiet      She  is  very 
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restless,  and  passes  water  involuntarily.  About  32  ounces  of 
urine  drawn  off.  CEdema  of  face  and  legs  much  less.  She  had 
taken  milk  every  two  hours.  2  drops  of  croton  oil  were  again 
administered,  and  15  drops  of  tinct.  ferri.  perchlor.  were  ordered  to 
be  taken  three  times  a  day.  Digitalis  fomentations  still  continued. 
At  6  P.M.  pulse  92.  Nurse  drew  off  32  ounces  of  clear  urine. 
Bowels  had  been  freely  moved.     Patient  recognised  me. 

February  18th,  11.30  a.m. — Pulse  100.  Says  she  feels  better, 
but  very  sore.  Had  passed  water  voluntarily  three  times,  amount 
of  urine  during  the  past  twelve  hours  being  64  ounces.  N"o  wetting 
of  the  bed.  Lies  upon  her  side.  There  is  slight  tenderness  over 
the  uterus.  Vagina  syringed  with  weak  Condy's  fluid.  Belladonna 
liniment  applied  to  breasts,  which  are  somewhat  hard  and  tender. 
Urine  dark  -amber  colour ;  no  tube  casts  ;  albumen  less,  but  num- 
erous epithelial  and  mucous  cells. 

Fehraary  I9th. — Pulse  72,  irregular.  Tongue  moist.  Says  she 
is  better.  Urine  108  ounces  in  twenty-four  hours  ;  clearer.  Had 
a  good  night,  but  troubled  with  cough.  Legs  scarcely  pit  upon 
pressure.  On  account  of  the  irregularity  of  the  pulse,  digitalis 
fomentations  were  discontinued. 

February  20th. — It  is  now  one  week  since  her  delivery.  Pulse 
100,  regular.  Tongue  coated,  but  moist.  Urine  65  ounces  of  light 
amber  colour,  with  slight  trace  only  of  albumen.  Bowels  free. 
Linseed  meal  poultices  were  applied  on  account  of  tenderness  on 
right  side  of  uterus.  Patient  yawns  and  complains  of  feeling  sore 
all  over  the  body,  and  asks  about  her  illness.  Breasts  not  so 
tender,  and  as  thirst  and  dryness  of  throat  were  complained  of,  the 
belladonna  application  was  discontinued.  CKdema  has  quite  dis- 
appeared.    Eyesight  is  good,  but  light  is  still  disagreeable. 

From  this  time  her  recovery  was  greatly  retarded  by  an>  attack 
of  acute  cystitis ;  but  further  notes  I  need  not  give,  as  they  have 
no  direct  importance  in  her  case  as  one  of  puerperal  eclampsia. 
Suffice  it  to  say  I  feared  that  the  frequent  drawing  off  of  the  urine 
had  something  to  do  with  this  attack,  and,  careful  as  the  nurse 
was,  that  I  had  not  sufficiently  enforced  cleansing  and  carbolizing 
of  the  catheter  before  use.  She,  however,  completely  recovered, 
and  went  to  the  country  for  several  months. 

I  saw  nothing  of  her  after  this  till  the  6th  October  last,  nearly 
eight  months  after  the  confinement  recorded,  when  I  was  called  on 
account  of  a  threatened  miscarriage  at  the  third  month.  By  rest 
and  appropriate  means  this  was  warded  off,  and  in  ten  days  she 
was  well  and  able  to  be  out.  On  November  14th,  rather  beyond 
the  fourth  month  of  her  pregnancy,  I  visited  her,  and  regretted  to 
find  slight  return  of  the  cedema  of  feet  and  legs.  She  was  other- 
wise well.  The  urine  did  not  contain  albumen,  but  there  were  a 
few  granular  tube  casts,  I  examined  her  eyes  with  the  ophthal- 
moscope, and  found  hypercemia  of  the  discs,  but  no  retinal  haemor- 
rhagic  spots  characteristic  of  chronic  Bright's  disease.  Such  is 
her  history  so  far  as  it  goes. 
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In  this  CASO  it  is  to  be  noted : — 

(1.)  The  fact  of  convulsions  iMitween  15  and  17  years  of  age, 
and  of  their  entire  disuppearanco  after  scarlet  fever  at  17. 

(2.)  Thiit  thou<^'h  alhuniinuriu  and  eclampsia  are  much  more 
frequent  in  priniiparic  than  in  multipano,  in  this  c&se  these  phe> 
noraena  did  not  take  place  till  the  occurrence  of  her  second  preg- 
nancy. That  the  oedema  and  albuminuria  are  to  be  explained  by 
the  meclianical  effect  of  pressure  on  the  ureters  and  renal  veins 
by  the  unusually  lar;,'o  uterine  tumour,  of  which  also  the  periodic 
rhythmicul  contractions  would  greatly  affect  the  renal  circulation 
during  the  later  montlis  of  pregnancy. 

(3.)  That  there  was  not  only  a  functional  albuminuria,  but  an 
acute  tubal  nephritis,  which  passed  off  in  about  a  week  after 
delivery. 

(4.)  That  this  acute  nephritis  was  probably  the  cause  of  the 
convulsions.  The  kidney  cells  being  unable  to  perform  their 
functions,  c.xcrenientitious  matter  was  retained  in  the  blood,  which, 
acting  upon  the  reflex  nerve  centres,  which  would  have  greatly 
increased  irritability  about  the  time  of  labour,  brought  on  the  con- 
vulsions.    Probably  also  the  convulsions  aggravated  the  nephritis. 

(C).)  That  convulsions  came  on  before  the  commencement  of 
labour. 

(6.)  That  the  temperature  reached  102",  being  higher  than  in  a 
case  of  onlinary  uriemic  convulsions,  in  which  it  is  often  lowered. 

(7.)  That  both  children  were  still-born.  That  this  may  have 
been  due  to  the  excrementitious  matter  circulating  in  the  blood, 
and  perhaps  to  actual  convulsions  on  the  part  of  the  children. 
The  circumstance  of  the  large  escape  of  liquor  amnii  from  the 
lungs  of  the  second  child  would  indicate  either  a  convulsion,  or  at 
least  a  respiratory  effort  in  utero. 

(8.)  That  about  the  end  of  the  third  month  of  the  pregnancy 
succeeding  the  one  recorded  in  this  paper,  there  was  a  threatened 
miscarriage,  though  every  care  was  taken  by  the  patient,  an  effort 
of  nature,  as  it  were,  to  avoid  the  further  continuance  of  a  preg- 
nancy whici),  with  the  appearance  now,  at  the  end  of  the  fourth 
month,  of  cetlema  of  the  feet  and  a  few  tube  casts  in  the  urine, 
cannot  be  watched  but  with  considerable  anxiety. 


Dr  Carmichael  had  had  a  case  of  a  great  amount  of  dropsy,  with 
scanty  and  highly  albuminous  urine.  He  had  given  the  patient 
nothing  but  milk  for  the  last  four  months,  and  the  dropsy  was 
reduced  to  a  minimum.  Dietetic  treatment  was  all-important  in 
these  cases.  It  was  exceptional  to  have  evidence  of  nephritis; 
there  was  none  in  his  case. 

Dr  Rattray  had  seen  a  good  many  similar  cases — two  of  which 
caused  him  great  anxiety.  One  was  a  strong,  stout  woman,  who 
had  tits  for  ten  days  previous  to  her  confinement  About  twenty- 
four  houi-s  before  delivery,  as  the  usual  remedies  had  not  succeedeil, 
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he  bled  her  to  the  extent  of  twelve  ounces.  Dr  Matthews  Duncan 
came  in  at  the  time,  and  recommended  a  withdrawal  of  other  six 
to  eight  ounces.  He  had  heard  of  the  death  of  this  patient  at  a 
subsequent  confinement.  The  second,  a  short,  stout  primipara,  had 
bronchitis,  with  swollen  legs  and  face.  Convulsions  came  on.  He 
found  her  in  a  critical  condition,  and,  as  chloral  and  bromide  failed, 
he  bled  her  freely,  with  the  result  that  she  regained  consciousness, 
and  in  a  few  hours  gave  birth  to  a  healthy  child. 

Dr  Robertson  referred  to  the  danger  of  the  occurrence  of  embolism. 
Hsemorrhagic  retinitis  occurred  in  other  conditions  as  well  as  in 
albuminuria. 

Dr  Playfair  thought  that  the  convulsions  might  have  produced 
the  renal  disease.  The  urine  was  not  examined  until  after  con- 
vulsions had  occurred. 

Dr  Hart  asked  whether  there  was  much  post-partum  haemor- 
rhage. He  believed  in  the  administration  of  croton-oil.  It  was 
an  interesting  question  whether,  as  Halbeitsma  says,  the  pressure 
of  the  uterus  on  the  ureters  produces  renal  disease  and  eclampsia. 

Dr  Wilson  had  a  case  of  acute  nepliritis  in  which  pilocarpin  an- 
swered admirably.   He  held  that  the  kidneys  were  primarily  at  fault. 

The  President  remarked  that  albuminuria  occurred  without  con- 
vulsions as  well  as  convulsions  without  albuminuria.  There  was 
no  doubt  that  Dr  Church  was  right  in  accounting  for  the  convul- 
sions by  the  previous  tendency  to  renal  affection.  The  case  was 
interesting,  because  it  was  a  second  pregnancy,  and  also  a  case  of 
twins.  When  convulsions  occurred  in  a  multipara  with  albuminous 
urine,  he  suspected  twins,  because  the  more  rapid  development  and 
larfjer  size  of  the  uterus  favoured  albuminuria.  In  Dr  Church's 
case  the  twins  were  large,  and  but  recently  dead.  Milk  diet,  as 
insisted  on  by  Tarnier,  was  of  the  highest  importance. 

Dr  Hart  had  seen  a  case  of  still-born  twins  in  a  primipara  in 
which  the  mother,  after  an  easy  delivery,  became  comatose,  and  died 
in  a  few  hours. 


Meeting  III. — December  14,  1881. 
Professor  Alex.  Russell  Simpson,  President,  in  the  Chair. 

I.  Dr  Croom  showed  a  fcetus  in  which  there  were  two  large  cysts 
situated  on  either  side  behind  the  head,  but  not  communicating 
with  the  spinal  canal ;  he  thought  they  might  be  due  to  the 
mesoblast  not  having  united  above. 

II.  The  President  showed  the  fluid  removed  from  a  cyst  situated 
in  the  lower  portion  of  the  cervix  uteri;  the  patient  was  a 
multipara,  and  had  had  fifteen  previous  labours  without  difficulty — 
the  last  two  years  ago.  In  this  instance  the  cyst  prevented 
dilatation  of  the  os ;  it  was  tapped,  and  16  ounces  of  straw-coloured 
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iliiid  I'oiHovtHl.     Tho  fluid  contaiiiud  some  albuiucMi  and  mucous 

corpuscles. 

HI.  I)r  Milne  Chapman  showed  two  KiniioiD  POLYPI  which  he 
had  lately  removed  t'roia  the  cervix  in  ditTerent  coses.  The  one 
was  of  the  shape  and  size  of  a  small  orange,  and  occupied  the  upper 
])art  of  the  vagina,  being  attached  just  within  the  cervix  by  a  short 
pedicle  about  the  thickness  of  the  little  finger.  It  was  removed 
by  a  siiip  of  the  scissors,  care  being  taken  to  previously  secure  tho 
uterus  with  a  volselluni,  and  to  have  the  therino-cautery  ready  in 
case  of  lueinorrhage,  of  which,  however,  there  was  none.  The  other 
was  sausage-shaped,  and  was  attached  high  up  in  the  cervix.  Tho 
lower  end  projected  through  the  external  os,  by  which  it  was  con- 
stricted. To  obviate  the  necessity  of  dividing  or  dilating  the  neck 
of  the  uterus,  the  mass  was  partly  cut  througli  at  the  level  of  tho 
OS,  and  again  higher  up.  In  this  way  room  was  gained  and  the 
l)edicle  reached.  IJoth  patients  were,  at  the  time  of  operation,  in  a 
state  of  extreme  anieniia,  and  both  made  rapid  recoveries.  J)r 
Chapman  thought  that  the  difference  in  shape  was  due  to  their 
different  ])ositions.  The  first  one,  lying  in  the  vagina,  had  greater 
facility  for  lateral  expansion,  and  hence  assumed  its  globular  form. 
The  second,  being  confined  in  the  canal  of  the  cervix,  had,  on  account 
of  the  less  resistance  to  its  downward  growth,  become  more 
elongated. 

IV.  Dr  Croom  read  a  paper  on 

FUNIC  HiEMORRHAGE  DURING  LABOUR. 

Intkkkkkenck  with  .  fcetal  life  through  hamiorrhage  from  the 
placenta,  whether  it  is  praivia  or  in  its  normal  position,  is,  of 
course,  well  recognised,  and,  unfortunately, of  comparatively  frequent 
occurrence.  Direct  bleeding  from  the  umbilical  cord  is,  however, 
very  rare,  and  has  received  coiTesjjondingly  little  attention. 

Such  Inemorrhage  may  take  place  in  cases  where  women  are 
suddenly  overtaken  by  labour  and  are  delivered  in  a  standing 
position.  In  such  cases  the  fcetus  falls  to  the  ground,  and  by  ita 
weight,  or  the  suddenness  of  its  fall,  the  umbilical  cord  is  torn. 
Such  a  rent  may  take  place  at  any  part  of  the  cord,  and  sometimes 
even  a  portion  of  placenta  is  torn  out  with  it  The  htemon-hage 
is  never  <^veat.  The  vessels  retract,  the  edges  of  the  wound  are 
ragged.  From  torn  vessels  the  bleeding  is  always  slight,  and  in  a 
cord  so  torn  there  is  often  none  at  all.  Umbilical  haimorrhage  of 
the  newly  born  child  has  long  occupied  a  prominent  place  in  the 
medico-legal  history  of  infanticide  as  among  those  causes  which 
destroy  the  chiUl  by  omission,  in  contradistinction  to  its  direct 
destruction  by  commission.  Hiemorrhage  of  this  kind  is  a  subject 
of  interest  for  medical  jurists  rather  than  for  obstetricians.     As  it 
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can  hardly  be  included  under  tlie  term  funic  hsemorrliage  during 
labour,  I  propose  in  the  sequel  to  discuss  that  form  of  funic 
ha3morrhage  which  is  apt  to  occur  in  cases  of  faulty  insertion  of 
the  cord  into  the  placenta. 

There  are  four  insertions : — 1.  Central ;  2.  Eccentric  ;  3.  Mar- 
ginal ;  4.  Velamentous.  Of  these  insertions  the  eccentric  and 
central  may  be  regarded  as  the  ordinary  types  ;  while  the 
marginal  and  velamentous  are  abnormal,  and  are  both  concerned 
in  producing  the  accidents  of  which  this  paper  treats. 

In  a  paper  on  the  irregularities  observed  in  the  cord,  Yalenta 
gives  the  following  with  regard  to  the  relative  frequency  of  these 
insertions  of  the  root  of  the  cord  : — Out  of  2471  labours  in  which 
the  condition  of  the  placenta  was  noted,  the  root  of  the  cord  was 
eccentric  1950  times,  central  342  times,  marginal  158  times,  vela- 
mentous 21  times.  The  separation  of  the  funic  vessels  previous  to 
their  entry  into  the  placental  substance — insertio  velamentosa — is  a 
well-recognised  condition,  but  its  influence  as  a  factor  in  the  pro- 
duction of  haemorrhage  during  labour  has  received  comparatively 
little  attention.  This  is  scarcely  matter  for  surprise  when  the 
rarity  of  velamentous  insertion  of  the  cord  is  considered.  That 
it  is  but  rarely  met  with  may  be  gathered  from  the  following  facts: — 

Siekel,  out  of  502  deliveries,  observed  3  cases — that  is,  1  in  160. 

Cornelius,  quoted  by  Huter,  gives  1  in  1000. 

Chiari,  Braun,  Spaeth  found  4  in  1835  deliveries — that  is,  little 
more  than  2  in  1000. 

Chantreuil^  remarks  on  these  figures,  that  among  them,  where 
experience  is  more  extended,  the  proportion  is  even  less. 

Valenta,  as  1  have  mentioned,  gives  21  in  2471  cases. 

The  above  figures  show  an  average  occurrence  of  this  condition 
of  nearly  5  per  1000. 

Now,  if  velamentous  insertion  in  general  is  a  condition  so  rarely 
met  with  in  obstetrics,  it  follows  that  a  disposition  of  the  funic 
vessels  on  the  membranes  in  such  a  way  as  to  be  a  cause  of  haunor- 
rhage  must  be  a  combination  of  the  rarest  occurrence.  This  is 
universally  admitted  to  be  the  case,  for  while  our  English  writers 
scarcely  make  any  reference  to  the  subject  at  all,  the  latest  writers 
of  foreign  text-books,  viz.,  Spiegelberg,  Kleinwachter,  and  Zweifel, 
touch  on  the  question  very  briefly  in  a  sentence  or  two,  and  all 
agree  in  remarking  on  its  rarity.  As  bearing  on  the  subject  of 
funic  haemorrhage,  it  becomes  necessary  to  consider  the  arrange- 
ment of  the  vessels  in  velamentous  insertion.  The  distance  at 
which  the  vessels  enter  the  membranes  from  the  placenta  is  very 
variable. 

The  following  short  table  is  given  by  Huter  ^ : — 

18  times  ....         3  centimetres. 
2     „      .  .  .  .         3  „ 

1      „       .  .  .  .         4  „ 

>  Chantreuil,  Des  disposition  du  cordon,  Paris,  1875.  *  Chantreuil,  op.  cit. 
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WrislMir^  mentions  a  remarkable  case  where  the  cord  wan  fixed 
into  the  inoiiibmnes  exactly  opposite  the  phicunta,  Aj,'ain,  it  has 
boon  observed  that  the  vessels  bifurcate  a  very  considerable  distance 
before  they  reach  the  membranes.  The  arran<,'ement  of  the  vesseU 
is  of  interest.  The  umbilical  vein,  after  its  separation  from  the  cord, 
and  before  it  reaches  the  membranes,  divides  into  two  branches. 
From  these  there  are  given  off  one  or  two  large  veins.  When  the 
])rincipal  branch  reaches  the  membranes  it  again  divides  into  many 
small  branches.  The  largest  of  these  is  about  the  size  of  a  crow- 
quill. 

It  is  worthy  of  remark,  as  bearing  on  the  subject  of  tlie  present 
paper,  that  at  the  points  where  the  branches  diverge  frum  the 
principal  trunk  it  is  dilated  into  a  sort  of  sinus,  and  further,  that 
both  venous  and  arterial  trunks  are  not  throughout  of  the  same 
calibre,  but  at  one  point  contract  into  small  tubes,  and  at  another 
expand  into  larger  ones.  Such  a  condition  favours  rupture.  When 
the  umbilical  arteries  reach  the  membranes  they  break  up  into 
numerous  brandies  of  varying  calibre.  This  network  of  vessels  lies 
usually  between  two  of  the  hirgest  branches  of  the  vein. 

It  must  further  be  observed  that  these  vessels  do  not  run  straight 
on  to  the  nearest  point  of  the  placenta,  but  pursue  a  circuitous 
course,  traversing  a  large  area  of  the  chorion.  This  circumstance 
bears  on  the  })resent  subject,  increasing,  as  it  does,  very  considerably 
the  risks  of  laceration,  and  further  increasing  the  chances  of  the 
development  of  the  fcetus  being  interfered  with  by  pressure  on  the 
vessels  from  the  growing  ovum.  It  is  also  a  fact  that  the  veins 
are  more  apt  than  the  arteries  to  pursue  a  devious  course,  a  cir- 
cumstance favourable  to  the  production  of  hemorrhage,  owing  to 
the  comparative  thinness  of  the  venous  walls,  their  dilated  and  vari- 
cose condition,  and  their  consequent  greater  liability  to  rupture. 

The  actual  insertion  of  a  velamentous  cord  into  the  placenta 
varies. 

1st,  It  may  be  marginal ;  that  is,  the  vessels  may  run  off  the 
membranes  into  the  substance  of  the  placenta  at  the  rim. 

27id,  It  may  be  eccentric  ;  that  is,  the  vessels  may  run  over  the 
placenta  a  considerable  distance  before  they  dip  into  its  substance. 

Srd,  It  may  occasionally  be  both  marginal  and  eccentric ;  that 
is,  one  part  of  the  funic  root  may  run  in  at  the  rim,  while  another 
may  run  some  distance  over  the  placenta  before  it  finally  dips  into 
its  substance. 

H liter  •  in  his  essay  makes  a  suggestion  as  to  the  course  of  de- 
velopment of  this  velamentous  in.sertion.  He  points  out  that  those 
who  would  account  for  the  insertion  of  the  cord  into  the  placenta 
by  the  theory  that  the  allantois  is  carried  into  the  chorion  only 
to  the  decidua  serotiiia  are  in  eiTor.  It  is  a  fact  that  in  early  ova 
the  whole  chorion  is  surrounded  by  the  vessels  of  the  allantois. 

•  V.  Huter,  "  Die  velamentose  Insertion  der  Nabelstrangcs,"  Mon.  /.  (7e6., 
xxviii.,  1866,  S.  330. 
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Huter  says  that  before  the  atrophy  of  the  villi  sets  in  so  as  to 
differentiate  the  chorion  frondosum  from  the  chorion  lave,  there 
is  one  spot  of  the  chorion  richer  in  vessels  than  the  rest.  Here 
the  vessels  unite  to  form  the  umbilical  cord.  Obviously,  when  this 
vascular  spot  is  found  at  the  point  where  the  chorion  is  united  to 
decidua  serotina,  the  cord  will  have  its  insertion  into  the  placenta ; 
but,  on  the  other  hand,  when  this  vascular  spot  is  found  opposite 
decidua  reflexa,  then  the  cord  will  be  attached  to  a  part  of  the 
chorion  which  at  a  later  period  will  be  bare.  Hence  the  insertion 
will  be  velamentous.  Another  explanation  has  been  offered  by 
Schultze,'  in  which  he  suggests  that  a  defective  rotation  on  tlie 
part  of  the  foetus  during  the  formation  of  the  umbilical  amniotic 
sheath  may  account  for  this.  In  this  way,  owing  to  adhesions 
between  tlie  rudimentary  cord  and  either  of  the  fcetal  membranes, 
a  defective  sheath  is  the  result,  and  the  vessels,  permitted  to 
diverge,  are  distributed  to  points  more  or  less  remote  from  the 
placenta. 

Such  being  the  disposition  of  the  umbilical  vessels  in  velamen- 
tous insertion  of  the  cord,  the  inquiry  next  arises.  Is  the  condition 
accompanied  by  any  special  danger  to  the  foetus  ?  Two  sets  of 
dangers  have  been  described  : — 

First,  during  pregnancy. 

Second,  during  labour. 

It  is  with  the  latter  that  this  communication  is  specially  con- 
cerned. A  short  reference,  however,  to  the  first  set  will  not  be 
altogether  foreign  to  the  subject.  It  has  been  alleged  by  some 
authors  that  this  condition  interferes  with  the  development  of  the 
child  and  gives  rise  to  abortion.  Chantreuil  alludes  to  this,  and 
Huter  says  that  while  in  some  cases  he  has  observed  the  fcetus  to 
be  ill  developed,  in  other  cases  it  does  not  seem  to  suffer,  and  is 
born  alive.  He  draws  a  distinction,  as  far  as  regards  this  question, 
between  those  cases  where  the  separation  is  near  the  placenta  and 
those  where  the  distance  between  the  separation  and  insertion  is 
great.  In  the  latter  case  the  condition  of  the  foetus  is  interfered 
with  owing  to  the  long  and  devious  course  which  the  vessels  have 
to  pursue ;  but  specially  because,  in  cases  of  distant  insertion,  the 
vessels  have  to  run  over  a  great  portion  of  the  circumference  of  the 
membranes,  they  are  pressed  on  proportionately  by  the  growing  size 
of  the  ovum.  Whether  this  is  the  case  or  not  I  am  not  in  a  posi- 
tion to  say.  Such  a  question  can  only  be  solved  by  observation 
and  the  record  of  cases.  As  adding  some  slight  support  to  the 
theory  advanced,  I  have  seen  two  cases  of  premature  labour  about 
the  sixth  month  during  my  connexion  with  the  Maternity  Hos- 
pital, in  both  of  which  the  insertion  of  the  cord  was  velamentous, 
and  that  for  a  considerable  distance  before  entering  the  placenta. 
In  both  the  foetus  was  dead,  and  in  one  very  much  shrunken  and 
shrivelled.  I  have  observed  this  also  in  a  case  of  twins  which 
*  Schultze,  quoted  by  Lusk,  Science  and  Art  of  Midivifery,  p.  282. 
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occurred  in  the  out-practice  of  the  Maternity  during  my  term  in 
1880.  With  a  double  ])hicentn  the  second  fcptus  was  small  and 
ill-developed,  and  only  survived  a  few  hours,  while  the  first  was 
healthy  and  vigorous.  In  the  former  the  cord  was  velamentous, 
and  inserted  marginally  into  the  placenta.  It  is  right  to  say  that 
Cred(5  repudiates  the  idea  altogether,  and  distinctly  says  that  ho 
has  never  observed  that  this  arrangement  of  the  cord  has  any  effect 
on  the  ffrtus  whatever. 

I  now  turn  to  the  dangers  accompanying  the  condition  of  the 
cord  during  labour.  The  nuiin  danger  is  hajmorrhage.  The  rela- 
tion between  velamentous  insertion  of  the  cord  and  haemorrhage 
was  recognised  by  Wruherg^  to  whom  belongs  the  credit  for  having 
firet  described  insertio  velamentosa. 

Lohstein^  pointed  out  the  relation  between  velamentous  insertion 
of  the  cord  and  hajmorrhage  involving  the  death  of  the  fcetus. 

IknchUcr'^  in  a  thesis  discusses  velamentous  insertion  of  the 
cord,  and  specially  refers  to  the  relation  between  this  condition 
and  certain  ha'morrhages. 

Uirdale  West  describes  several  cases  of  battledore  placenta 
in  which  the  funis  was  inserted  into  the  membranes,  and  where  it 
divided  into  its  vessels  some  distance  from  the  edge,  and  refers  to 
tearing  of  these  vessels  with  a  torn  placenta. 

Ifutcr*  describes,  in  his  important  memoir  on  velamentous 
insertion  of  the  cord,  the  conditions  under  which  such  in- 
sertion may  bo  a  source  of  danger  to  the  child.  He  points  out 
that  the  insertion  of  the  cord  is  seldom  more  than  four^r  five  inches 
remote  from  the  border  of  the  placenta.  He  draws  attention  to 
these  points : — 

1.  That  when  the  cord  is  inserted  into  the  edge  of  the  placenta, 
prolapse  is  apt  to  take  place. 

2.  That  if  the  vessels  which  are  in.serted  into  the  membranes 
have  their  course  at  a  distance  from  the  os  uteri,  the  rent  of  the 
membrane  will  be  out  of  reach  of  these  vessels,  and  the  labour 
will  in  no  way  be  endangered. 

3.  If  the  vessels  run  in  the  lower  segment,  they  are  apt  to  be  torn. 
Chantreuil,'^  in  an  elaborate  essay  on  the  umbilical  cord,  discusses 

velamentous  among  other  dispositions  of  the  funis  which  interfere 
with  pregnancy  and  labour,  and  is  the  only  author  with  whom  I  am 
ucciuainted  who  fully  describes  haemorrhage  produced  in  this  way. 
Joulin^  refers  to  the  subject  shortly. 

*  Wrisbor^.  Honri  Au^iato,  "Coniinentat.  do  Secxindinnr.  Human.  Varietate,'' 
poct.  1,  <)1)8.  ii.,  in  Nov.  Comment.  Societ.  Keg.  ikimt.,  Gottingen,  t  iv.,  1773, 
p.  6.3. 

*  Lobstein,  "Notice  snr  une  disposition  dea  vaisseaux  du  cordon,"  Areh.  d« 
I'art  de»  aceowhmentsy  Stra-sboiirg,  1801,  n.  320. 

*  Benchiser,  Robert,  de  Pforszhoim,  Tlii.^,  Heidelberg,  1881. 

*  Iluter,  '*  Ueber  die  Vorliegen  der  NiilwlschiuuKefiMBe,"  N.  Zeitsch.  f.  Oe6., 
xii.,  1842,  S.  48. 

*  Cbantreuil,  op.  cit.  *  Joulin,  TraiU  iTaecouchmemU^  p.  086. 
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Schrosder^  devotes  a  paragraph  to  the  subject,  in  which  he  shortly 
but  succinctly  describes  this  form  of  hieraorrhage. 

Buge^  mentions  several  cases  of  abnormal  disposition  of  the 
umbilical  vessels,  and  describes  velamentous  insertion  as  being  a 
source  of  danger  to  the  foetus. 

Spiegelherg^  Kleinwacliter,^  and  Zioeifel  ^  each  make  short  re- 
ference to  the  subject. 

The  record  of  individual  cases  of  velamentous  insertion  is  fre- 
quent, but  of  those  associated  with  hasmorrhage  I  have  only  been 
able  to  collect  the  following : — 

Poullet  of  Lyons^  records  two  cases,  one  in  the  fifth  and  the  other 
in  sixth  months  of  pregnancy,  in  both  of  which,  without  any  pre- 
vious pains  or  the  slightest  indications  of  labour,  the  membrane 
suddenly  ruptured.  In  both  cases  marked  velamentous  insertion 
of  cord  was  found.  He  argues  that  this  condition  is  a  cause  of 
early  rupture,  and  may  for  this  reason  give  rise  to  premature  labour. 

PluskaV  describes  a  case  of  interest.  The  umbilical  cord  of  a 
foetus,  dead  previous  to  delivery,  was  divided  15  centimetres  from  its 
insertion  into  the  placenta.  At  the  apex  of  this  angle  there  was  a 
varicose  pouch  as  big  as  a  hen's  &gg.  The  walls  were  thin  and  torn. 
The  haemorrhage  had  lasted  three  hours.    The  foetus  was  exsanguine. 

Lamcpstre^  records  a  case  of  normal  labour,  except  that  there 
was  a  small  quantity  of  blood  lost  during  the  labour.  The  child 
was  born  dead.  Surprised  at  this,  Lamtestre  examined  the  placenta, 
and  found  that  the  vessels  of  the  cord  were  inserted  into  the  mem- 
brane, over  whose  surface  they  crossed  for  a  considerable  distance. 
On  making  close  inquiry  of  the  patient  he  found  that  just  before 
the  onset  of  labour  she  had  an  abundant  ha3morrhage,  followed  at 
once  by  active  labour. 

Deneux^  refers  to  a  case  of  rupture  of  the  umbilical  vein.  ■ 

Bailli/^°  showed  a  placenta  to  the  Anatomical  Society  of  Paris, 
and  said,  "The  cord  separated  in  the  chorion  10  or  12  centimetres 
from  the  placental  border;  from  this  point  the  vessels  spread  out 
and  radiated  over  the  membranes."  He  distinctly  adds,  apparently 
as  contrary  to  his  expectation,  "  This  disposition  was  not  fatal  to 
the  child,  which  was  born  alive." 

Valenta^^  relates  a  case  of  a  woman  who  was  delivered  of  a 
child  at  full  term.     The  woman  stated  that  the  waters  escaped  be- 

•  SchrcBtler,  English  Translation,  p.  312. 

^  Ruge,  "  Einige  Fiille  von  abnormen  verlaufe  d.  Placentargefasse,"  Mon.  f. 
Geburts.,  xxviii.,  1866,  S.  330. 

3  Spiegelbei'g,  Lehrbuch  der  Geburtshiilfe,  p.  571. 

*  Kleinwachter,  Grundriss  der  Geburtshiilfe,  p.  434. 

5  Zweifel,  Lehrbuch  der  operative7i  Geburtshiilfe,  p.  324. 

6  Poullet  of  Lyons,  Annales  de  gynecologie,  October  1879. 

'  Pluskal,  "  Hsemorrhage  produite  par  la  rupture  d'une  varice  du  cordon," 
Gaz.  Med.,  1844.  *  Lamaestre,  Chantreuil,  op.  cit. 

°  Deneux,  Mem.  sur  la  sortie  du  cordon  pendant  le  travail,  Paris,  1820. 
'°  Bailly,  Chantreuil,  op.  cit. 
"  Valenta,  Betz,  Memorabilien,  vol.  xix,  part  5. 
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fore  labour  pains  Bct  in,  and  from  tliat  time  (ill  tho  crmiplution  of 
liibuur  tliei-e  was  continuous  luunioirha^^e.  Onexaininin<;t)ie  pUictMita 
it  was  found  to  bo  6  inches  in  diameter,  and  situate  high  up  in 
utero.  The  vessels  were  given  ofl"  from  its  lower  margin.  Ikifure 
uniting  to  form  the  cord  tluiy  ramified  on  tho  surface  of  tho  chorion 
for  about  4^  inches.  Tiie  cord  measured  16^  inches  long. 
There  were  four  scries  running  from  the  placenta,  which  formed 
two  venous  trunk.s.  At  their  junction  to  form  the  main  trunk 
there  were  two  rents.  There  was  also  a  slight  rent  in  a  small 
arterial  ring  there.  Tho  vessels  were  situate  over  tho  os  uteri, 
and  tho  foitus  was  born  dead. 

Two  cases  have  come  under  my  own  observation — the  one  in 
connexion  with  tho  Maternity  Hospital,  and  tho  other  some  yeart 
]igo  in  ])rivate  practice.  The  placenta  from  tho  first  case  was 
retained,  and  a  <lrawing  made  of  it  at  the  time.  This  drawing  I 
have  reproduced  as  a  chromo-lithograph. 

Cask  I. — Mrs  H,,  a  multipara,  fell  into  labour  on  Sunday,  the 
24th  October.  Dr  Machattie,  my  then  resident  at  tho  Matornity 
Hospital,  sent  for  me  as  the  presentation  seemed  to  be  somewhat 
abnormal.  On  examination  i  found  the  os  well  dilated,  tho  mem- 
branes unruptured,  and  three  distinct  pulsating  cords  passing 
through  them.  Beyond  and  within  the  membranes  several  coils 
of  the  umbilical  cord  could  be  felt  floating  free  in  tho  liquor 
amnii.  The  head  was  high  up  beyond  reach.  The  woman  had  a 
])endulous  abdomen.  On  careful  examination  we  ob8er\'ed  that 
the  vessels  were  well  apart,  and  that  the  edge  of  the  placenta  could 
be  felt  low  down  on  the  left  side  at  tho  os  uteri.  Tho  diagnosis 
was  a  velamentous  insertion  of  the  cord,  with  one  or  two  pro- 
lapsed coils,  aiul  a  slight  placenta  praevia.  As  the  os  dilated 
there  was  some  slight  luemon'hage  from  the  edge  of  the  placenta. 
We  waited  until  the  os  was  fully  dilated,  and  then,  as  the  woman 
was  a  multipara  and  no  obstruction  in  the  {)elvis,  and  as  the  head 
was  high  up  beyond  easy  reach  of  the  forceps,  we  resolved  to  turn. 
I  ruptured  the  membranes,  during  tho  interval  of  a  pain,  at  a 
point  between  the  vessels,  and  turned  and  delivered  easily.  The 
child  was  alive.  Tho  point  of  interest  lay  in  the  fact  that  the 
insertion  of  tho  cord  was  velamentous.  The  vessels  coursed  for 
some  distance  over  the  membranes  before  their  final  insertion 
into  the  placenta  at  its  mai-gin.  As  will  be  seen  from  the  chnmio- 
lithograph,  the  veins  nre  the  more  tortuous.  At  the  point  where 
the  first  two  trunks  of  the  umbilical  vein  joined  there  was  a  rent, 
caftsed  either  through  my  hand  while  turning  or  through  tho 
delivery  of  the  foetus.  It  may  have  occurretl  at  the  time  of 
rtiptnre  of  the  membranes.  There  was  no  escape  of  blood,  however, 
when  I  introduced  my  hand  into  tho  uterus.  Tho  cord  was  24 
inches  long,  and  was  marginal. 

Cask  II.,  of  which  I  have  but  a  brief  note,  occurred  in  private 
practice.    A  patient,  aged  40,  sent  for  me  as  labour  had  been  going 
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on  for  some  time,  and  she  was  having  very  considerable  hsemor- 
rhage.  When  I  saw  her  the  membranes  were  ruptured,  the  head 
low  down,  and  haemorrhage  ceased.  Shortly  after  my  arrival  the 
child  was  born  dead,  pale,  and  angemic.  The  placenta  was  delivered 
easily  with  some  clots  in  ten  minutes.  I  put  the  case  down  as 
one  of  accidental  hgemorrhage.  On  inquiry  I  found  that  the 
membranes  ruptured  an  hour  before  my  arrival,  and  from  their 
rupture  until  the  time  of  birth  the  discharge  of  blood  with  or 
without  liquor  amnii  was  continuous.  On  examining  the  placenta 
I  found  a  velamentous  insertion  of  the  cord.  The  vessels,  before 
reaching  the  placenta,  into  the  lower  margin  of  which  they  were 
attached,  separated  and  ran  for  three  inches  over  the  membranes. 
The  venous  trunks  were  most  numerous,  as  well  as  long  and 
tortuous.  Two  of  them  at  their  union  were  torn — apparently  a 
site  of  the  rupture  of  the  membranes. 

Method  of  its  Production. — It  is  only  under  exceptional  circum- 
stances that  velamentous  insertion  of  the  cord  is  associated  with 
haemorrhage.  It  may  arise,  first,  when  the  vessels  forming  the 
cord,  as  they  expand  fan-like  and  course  over  the  membranes,  come 
to  lie  over  that  segment  which  corresponds  to  the  os  uteri.  Such 
are  vasa  prsevia.  Under  such  circumstances  haemorrhage  is  not 
unavoidable,  for  if  the  vasa  praevia  are  long  enough  to  have  the 
membranes  rent  between  them  the  child  may  pass  through  the  rent 
so  formed  and  the  cervix  without  injuring  the  funic  vessels  at  all. 
The  main  element  of  safety  will  consist  in  the  vessels  running  a 
long  course,  for  if  the  bifurcation  of  the  vessels  take  place  within 
the  lumen  of  the  cervix  the  rent  will  involve  the  bifurcation, 
where,  as  I  have  pointed  out,  the  vessel  is  expanded  and  weak. 
Again,  if  the  vessels  are  small  and  are  well  compressed  by  the 
foetal  head  as  it  passes,  no  bleeding  takes  place  and  no  harm 
results.  On  the  other  hand,  if  the  vessels  are  closely  situate  or 
short,  and  if  the  membranes  rupture  near  the  site  of  the  vessels, 
one  of  them  may  be  involved  in  the  rent  and  the  child  die  from 
hgemorrhage.  Under  such  circumstances  the  child  is  born  blanched 
and  ansemic,  probably  dead,  with  all  the  signs  of  loss  of  blood. 
In  the  alternative  already  mentioned,  where  the  vessels  are  com- 
pressed and  haemorrhage  in  this  way  controlled,  the  safety  of  the 
child  is  not  secured.  The  foetus  is  rather  exposed  to  a  fresh  risk, 
for  this  very  pressure  may  render  the  foetus  asphyctic  and  so 
destroy  it.  Such  a  result  may  take  place  without  rupture  of  a 
vessel  at  all,  and  must  be  regarded  as  one  of  the  risks  attendant 
on  this  disposition  of  the  funic  vessels.  It  is,  indeed,  perfectly 
conceivable  that  such  a  result  might  take  place  previous  to  rupture 
of  the  membranes. 

There  is,  however,  a  second  condition,  as  illustrated  by  Case  2, 
where  dangerous  haemorrhage  may  take  place  from  the  cord,  more 
especially  from  the  root.  In  such  a  case  the  placenta  is  situated 
low  down,  at  or  near  the  margin  of  the  os,  and  the  cord  is  inserted 
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PLATE  I. 
Two  Views  of  Placknta  referred  to  in  Case  I. 

A.  Foetal  surface  of  low-situate  Placenta,  showing — 1.  VelamentouB  insertion 

of  Cord.    2.  Tortuous  condition  of  the  Venous  Trunks.    3.  Laceration 
of  first  branch  of  Umbilical  Vein. 

B.  Uterine  surface  of  same  Placenta,  showing — 1.  Marginal  insertion  of  Cord. 

2.  Separated  edge  of  Placenta  at  Os  Uteri  Internum. 


PLATE  IL 

A.  Vclamentous  disposition  of  the  Fimic  Vessels  (after  Hyrtl). 

6.  Subsidiary  Placenta  with  bow-shaped  Subsidiary  Vessels  (after  H}'Ttl}. 

C.  Velamentous  insertion  of  Cord,  showing  a  ruptured  Vaa  Aberrans  (after 
Benchiser). 
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into  the  edge  of  the  placenta.  Under  such  circumstances,  whether 
the  insertion  is  vclainentous  or  not,  the  dihited  end  of  a  vessel 
may  <,'ivo  way,  either  from  the  eflecta  of  labour  or  from  artificial 
inUnferunce  with  the  labour. 

Here  the  presenting  part  is  the  funis,  not,  as  in  ordinary  pre- 
sentations of  the  cord,  a  prolapsed  loop,  but  the  root  of  the  cord 
attached  to  a  battledore  and  previa  placenta.  Associated  with 
this  c()n(lition,  the  cord  proper  can  \)q  felt  within  the  membranes, 
and,  if  not  managed  carefully,  may  complicate  the  case  by  becoming 
prolapsed  in  front  of  the  head,  and  add  to  the  risks  of  the  chihl 
l)y  being  compressed.  This  prolapse  of  the  conl  as  an  occasional 
complication  of  velaraentous  insertion  of  the  cord  has  been  ix>inted 
out  by  Scanzoni,^  Huter,^  and  Credd,'  and  must  be  discounted  in 
treating  the  case. 

There  is  a  third  source  of  funic  hajmorrhage,  to  which  little  if 
any  attention  has  been  directed.  Such  haimorrhage  may  arise 
from  a  set  of  vessels,  which  Hyrtl*  has  depicted  and  described,  viz., 
from  vasa  aberrantia. 

The  subject  is  deserving  of  some  attention.  Three  varieties  of 
these  vasa  aberrantia  are  described  by  Hyrtl : — 

1.  Keal  placental  vessels. 

2.  Subsidiary  vessels. 

3.  Vasa  nutrientia  chorii. 

I.  The  real  Placental  Vessels. — These  differ  from  the  ordinary 
placental  vessels  to  this  extent,  that  they  do  not  run  through  the 
whole  of  their  couree  along  the  concave  surface  of  the  placenta. 
They  leave  this  surface  and  make  excui*8ions,  so  to  speak,  for  a 
varying  distance  along  the  chorion,  beyond  the  margin  of  the 
placenta,  and  return  again  to  the  placenta  and  pursue  the  course 
of  ortlinary  placental  vessels.  The  veins  seem  only  to  act  in  this 
way  with  very  marked  eccentric  insertion  of  the  cord.  Hyrtl 
shows  that  in  dimidiate  and  tripartite  placenta?  these  vasa  aber- 
rantia are  seldom  if  ever  wanting.  It  is  noteworthy  that  the  vaa 
aberrans  is  always  the  first  branch  given  off  from  the  main  trunk, 
and  that  the  more  central  the  insertion  the  larger  the  vessel. 
Although  hiemorrhage  from  rupture  of  such  a  vessel  cannot  be 
called  direct  umbilical  hemorrhage,  yet  the  effect  on  the  foetus  is 
the  same,  and  the  source  of  the  bleeding  is  fcetal. 

II.  Siibsidiart/  Vessels. — These  vessels  represent  the  radiating 
vessels  of  the  root  of  the  cord  which  run  to  a  subsidiary  placenta. 
It  is  striking  that  these  vessels  do  not  run  to  the  nearest  points  in 
tlie  rim  of  a  subsidiary  placenta.  Tliey  rather  run  in  the  sha|)e  of 
a  bow,  arching  over  to  that  side  of  the  subsidiary  placenta  which  is 
furthest  removed  from  the  main  placenta.     Such  small  subsidiary 

'  Scanzoni,  Lekrbuch  der  Geburtthulfe,  vol.  ii.  p.  167. 

•  Huter,  op.  cit.  *  Chantreud,  op.  cU. 

*  Hyrtl,  Die  BluiigefHsae  der  menschlichen  Nachgebnrt  in  normaUn  und 
abnormal  Verhaltnissen. 
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placentae  are  never  separate  from  the  main  mass  by  any  isthmus  of 
chorion,  but  touch  its  rim,  or  may  indeed  mingle  with  it.  Hyrtl 
suggests  a  very  ingenious  explanation  of  the  method  by  which  this 
apparently  remarkable  arrangement  is  produced.  The  subsidiary 
placenta  was  originally  far  removed  from  the  chief  placenta ;  a 
branch  of  the  umbilical  vein  and  artery,  connected  by  an  isthmus, 
were  conducted  to  it.  At  this  time  the  vessels  ran  direct  from 
the  main  placenta  to  the  nearest  point  of  the  subsidiary.  Gra- 
dually, however,  by  the  growth  of  the  placenta,  the  chorionic 
isthmus  becomes  diminished,  while  at  the  same  time  the  vessels 
are  not  shortened,  but  bent  in  the  form  of  a  bow  sideways.  Now  if, 
by  the  growth  of  the  chief  placenta,  the  subsidiary  comes  in  con- 
tact, or  is  fused  with  it,  and  if  the  connecting  vessels  preserve 
their  original  length,  then  these  vasa  aberrantia  will  run  in  this 
bow  form  through  the  chorion,  and  appear  as  if  connected  with  the 
further  side  of  the  subsidiary  piece.  From  such  vessels,  if  placed 
in  convenient  circumstances,  hsemorrhage  may  take  place.  Here, 
again,  the  haemorrhage  is  not  quite  directly  from  the  umbilical 
cord,  but  in  so  far  as  such  vessels  form  a  subsidiary  cord  to  a 
subsidiary  placenta  the  hsemorrhage  is  umbilical. 

III.  Vasa  Nutrientia  Chorii. — These  vessels  are  very  incon- 
siderable in  size.  They  may  be  seen  in  early,  but  are  more 
numerous  in  mature  placentae.  They  are  obviously  vasa  aberrantia. 
They  are  fine,  though  not  capillary  tubes.  In  contradistinction  to 
the  vasa  aberrantia  already  described,  they  pursue  a  direct  course. 
They  are  generally  thirteen  in  number.  Hyrtl  says  that  when 
these  vasa  nutrientia  are  present  in  numbers  they  are  associated 
with  a  thin-rimmed  placenta,  and  in  their  absence  the  placental 
edge  is  thick.  I  have  only  referred  to  these  in  order  to  complete 
the  description  of  aberrant  placental  vessels,  but  their  small  size 
and  short  course  exclude  them  as  causes  of  any  considerable 
haemorrhage. 

The  diagnosis  will  be  easy,  difficult,  or  impossible,  according  to 
the  direction  which  the  disassociate  vessels  pursue.  If  the 
placenta  is  in  its  normal  position,  and  if  the  vessels  diverge  and 
spread  out  high  up  in  the  uterus,  then  any  diagnosis  of  the  con- 
dition must  be  an  impossibility.  In  such  a  case  there  are  no 
symptoms  and  no  haemorrhage,  and  the  velamentous  cord  will  only 
be  recognised  post-partum.  If,  however,  the  vasa  praevia  or  vas 
aberrans,  in  their  course  over  the  membranes,  pass  over  the  segment 
situate  at  the  os  uteri,  they  will  then  be  easily  accessible  to  the 
finger,  and  the  vessels  can  be  felt  moderately  thick  and  firm. 
Their  number  will  vary.  They  may  be  spread  out  fan-shaped  over 
the  OS ;  there  may  be  one  or  two,  or,  perhaps,  but  a  single  vessel. 
They  are  apt  to  be,  and  have  been,  mistaken  for  the  prolapsed  and 
knotted  cord,  but  a  little  care  will  prevent  the  mistake.  Specially 
it  will  be  noted  that  the  vessels  cannot,  like  the  cord,  be  pushed 
back  into  the  liquor  amnii.    Haemorrhage,  however,  is  the  most 
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important  and  serious  symptom,  and  may  take  place  under  any  of 
the  circumstances  which  I  have  already  described.  Still,  in  the 
absence  of  tljo  actual  feeling  of  the  vessels,  accurate  diagnosis  of 
the  cause  of  the  hannorrhaj^'o  will  be  difticult,  if  not  impossible. 
The  time  when  the  hiomorrlmge  takes  place  varies  very  con- 
sidembly,  for  in  some  of  the  cases  recorded  it  took  place  many 
hours  before  delivery,  and,  of  course,  the  longer  before  delivery  the 
greater  tlie  danj^tir  to  the  foetus.  Usually,  however,  the  vessel 
tears  just  when  the  membranes  rupture,  and  the  liquor  amnii 
escapes,  mixed  to  a  greater  or  less  extent  with  blood.  If  the 
labour  does  not  end  shortly,  the  result  is  the  birth  of  a  dead, 
exsanguine  foetus. 

The  risks  attendant  on  this  disassociated  condition  of  the  funic 
root  would  be  incomplete  were  no  reference  made  to  the  occurrence 
of  an  accident  during  delivery  which  is  fortunately  rare.  It  is 
scarcely  likely  to  occur  in  the  hands  of  a  properly  taught 
practitioner.  1  mean  rupture  of  the  vessels  during  deliveiy  of  the 
})lacenta.  If  traction  is  made  on  the  cord  when  the  vessels  are  so 
dispersed,  from  their  size,  isolation,  and  tenderness,  they  are  apt  to 
give  way.  Such  an  accident  is  likely  to  occur  only  in  the  hands 
of  improperly  taught  midwives,  for  delivery  of  the  placenta  by 
means  of  traction  on  the  cord  is  abandoned  as  contraiy  to  the 
mechanism  of  labour.  It  is  an  accident  of  comparatively  little 
importance.  Its  occasional  occurrence  with  a  velamentous  cord  is  an 
additional  argument  for  impressing  upon  midwives  the  importance 
of  leaving  the  cord  alone. 

Much  doubt  and  awkward  embarrassment  might  arise  to  the 
accoucheur  when,  as  happened  in  a  case  recorded  by  Dr  K. 
Uvedale  West,  a  velamentous  cord  and  a  battledore  placenta 
occurred  with  one  of  the  funes  of  a  twin  placenta  through  its 
accidental  tearing  away  from  its  attachment.  Velamentous  in- 
sertion of  the  cord  with  twins  has  been  noted  repeatedly. 
Clmntreuil  mentions  two  cases,  one  recorded  by  Somner,  and  the 
other  by  Perraud ;  and  M.  Depaul  presented  to  the  Academic  de 
Mtklicin  the  placenta  of  triplets — tirst  cord  inserted  into  the  centre ; 
second  at  the  margin ;  third  velamentous. 

Treatment. — In  managing  a  case  in  which  such  a  condition  is 
jjresent,  the  main  point  is  to  preserve  the  membranes  intact  as  long 
as  possible,  until  the  os  is  freely  dilated,  so  that  delivery  may  be 
effected  without  delay  immediately  after  their  rupture.  Poullet's 
case,  to  which  1  referred,  would  seem  to  show  that  early  rupture 
is  a  likely  accident  to  occur.  To  obviate  this,  Scanzoni  suggests 
the  introduction  of  an  indiarubber  ball.  This  is  scarcely  to  be 
expected  to  do  much  service  as  a  preventiva  Obviously,  if 
the  membranes  rupture  while  delivery  is  impracticable,  the  child 
will  bleed  to  death.  If  a  vessel  is  torn  after  rupture  of  the  mem- 
branes, immediate  extraction  by  whichever  method  can  be  accom- 
jilished  with  most  ease  and  rapidity  is  imperative  in  the  interests 
of  the  child. 
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After  the  case  is  once  recognised,  frequent  examination  should 
be  avoided,  the  patient  kept  quiet,  and  dilatation  of  the  os  promoted 
by  means  of  opium  and  chloroform.  Immediately  on  rupture  of 
the  membranes,  unless,  indeed,  the  labour  is  very  rapid,  delivery 
should  be  accomplished  by  forceps  or  turning,  according  to  the 
circumstances  of  the  case.  Perhaps  it  may  be  well  to  add  that  in 
any  case  where  death  of  the  foetus  has  occurred  the  placenta  and 
membranes  should  be  carefully  examined;  and  it  may  be  that  funic 
haemorrhage  will  be  found  to  account  for  some  foetal  deaths  which, 
from  want  of  examination,  have  been  referred  to  other  causes. 


The  President  said  that  the  Fellows  had  listened  with  interest  to 
this  paper  on  one  of  the  rarer  complications  of  labour.  He  had 
not  seen  a  case  of  velamentous  insertion  of  the  cord  which  caused 
haemorrhage,  nor  one  where  the  dispersion  of  the  vessels  was  so 
wide  as  to  favour  hremorrhage.  They  were  indebted  to  Dr  Groom 
for  his  admirable  description  of  this  condition,  with  its  diagnosis 
and  treatment,  because  such  a  complication  might  occur  any  time. 
The  theoretical  questions  raised  were  of  interest.  The  central 
implantation  of  the  cord,  though  the  typical  one,  was  the  rarest  ; 
Hyrtl  believed  that  when  this  was  present  the  placenta  had  been 
developed  over  the  fundus.  When  central  the  insertion  was  per- 
pendicular, but  as  it  approached  the  margin  it  became  more  and 
more  oblique.  Whether  this  increase  in  obliquity  of  insertion 
implied  lower  situation  of  the  placenta  in  the  uterus  (as  Hyrtl 
affirmed),  he  was  not  quite  sure.  It  was  of  practical  importance  to 
remember  that  we  ma}''  have  a  velamentous  insertion  along  with 
low  situation  of  the  placenta.  He  had  performed  experiments  to 
determine  what  strain  the  cord  would  bear ;  this  varied  consider- 
ably, from  3  to  10  pounds. 

Dr  Peter  Young  had  seen  three  cases  of  velamentous  insertion, 
in  one  of  which  he  felt  the  vessels  before  delivery.*  In  no  case  was 
there  haemorrhage.  In  one  the  placenta  was  low  down.  As  the  os 
was  well  dilated,  the  child  could  have  been  quickly  delivered  had 
haemorrhage  threatened.  He  questioned  whether  there  was  a 
greater  liability  of  the  veins  to  burst.  The  veins  in  the  body 
generally  stand  a  considerably  greater  strain  than  the  arteries ;  he 
did  not  know  whether  this  was  the  case  with  the  placental  veins.  He 
was  not  disposed  to  accept  the  explanation  given  of  the  arrange- 
ment of  the  vessels  in  a  subsidiary  placenta.  He  thought  that  the 
distance  of  the  subsidiary  lobes  increased  as  the  placenta  developed. 
Their  formation  was  due  to  the  development  of  a  placenta  on  both 
walls  of  the  uterus.  The  interval  of  separation  corresponded  to 
the  angle  of  junction  of  the  walls.  This  angle  opened  up  as 
pregnancy  advanced,  and  hence  the  subsidiary  lobes  became  farther 
removed  from  the  placenta.  From  the  rarity  of  the  condition  it 
escaped  notice,  and  hence  they  were  the  more  obliged  to  Dr  Groom 
for  drawing  attention  to  it. 
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Dr  Crooin  thanked  the  F'ellows  for  their  criticisni.  He  agreed 
with  wlmt  ])r  Youn^'  snid  as  to  the  veinn  Atanding  a  greater  strain. 
The  reason,  however,  for  the  greater  liability  to  Iicemorrhage  from 
them  was  tlieir  dihited  form  and  tortuous  course.  As  to  the 
development  of  subsidiary  ])lacentaj,  Dr  Young's  explanation  did 
not  clear  up  the  questioji  why  the  vessels  to  a  subsidiary  placenta 
took  a  l)ow-8haped  course.  Were  Dr  Young's  explanation  correct, 
the  vessels  would  have  a  straight  course. 

V.  Dr  Keiller  gave  in  his 

QUARTERLY  REPORT  OF  THE  ROYAL  MATERNITY  AND 
SIMPSON  MEMORIAL  HOSPITAL. 

Indoor  Cases. 
{Reported  by  A.  Borne,  Resident  Surgeon.) 

During  the  quarter  ending  31st  July  1881  there  were  sixty-five 
deliveries  inside  of  the  Hospital.  Of  these  forty-seven  were  cases 
of  luitural  labour,  nine  were  laborious,  five  preternatural,  while 
four  were  complex. 

The  following  scheme  shows  the  presentations  and  positions : — 

L.O.A.    R.O.A.    RO.P.    L.O.P. 
Forty-seven  natural  labours,  .43  —  4  — 

Nine  laborious  labours.  .711  — 

and  one  was  a  case  of  rigid  os. 

Of  the  five  preternatural  labours  two  were  breeches,  LS.A. ;  one 
left  shoulder,  dorso-anterior  ;  one  footling,  LS.A. ;  and  one  was  a  six 
months'  child,  delivered  on  the  mother's  road  towards  the  Hospital. 

Of  the  four  complex  labours  one  was  a  left  shoulder  with  the 
cord  prolapsed.  The  uterus  in  this  case  had  one  large  and  two 
small  fibroids.  One  was  a  vertex,  LO.A.,  with  eclampsia  in  the 
mother ;  one  was  a  footling  in  a  primipara,  with  the  cord  prolapsed ; 
while  the  remaining  one  was  a  case  of  twins — a  male  child  pre- 
senting R.O.P.,  vertex,  and  a  female  following  by  the  feet,  LS.A. 
All  the  mothers  in  the  complex  cases  were  primipane. 

Thirty  of  the  deliveries  were  in  multiparous  mothers ;  the  re- 
maining thirty-five  were  primiparous.  The  average  duration  of 
labour  in  the  multipara;  was  9  hours  47  minutes,  while  that  of  the 
lirimipara?  was  17  hours.  The  average  age  of  multiparae  was  27 
yeare  ;  that  of  the  primipara;  23  years  and  4  months.  The  oldest 
primiparous  woman  was  42  years ;  the  youngest,  14  years  and  9 
months.  In  both  these  cases  the  children  were  large  and  healthy. 
The  older  woman  required  the  aid  of  forceps  after  15 J  hours' 
labour.  The  younger  was  delivered  by  the  natural  powers  after  a 
labour  of  26J  hours.  Of  the  nine  lalwrious  labours  five  were 
delivered  by  forceps.     Of  the  remaining  four  the  membranes  had 
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all  ruptured  prematurely,  and  one  was  a  well-marked  case  of  rigid 
OS.  In  the  whole  of  them  great  aid  was  derived  from  the  use  of 
caoutchouc  dilators.  In  one  case  (the  one  of  rigid  os)  labour  had 
been  going  on  actively  for  19  hours.  The  os  had  remained  the 
size  of  a  half-crown  for  4  hours.  A  caoutchouc  dilator  was 
introduced,  and  labour  terminated  in  40  minutes.  Of  the  simply 
preternatural,  only  one  required  interference  to  remedy  the 
position.  The  shoulder  presentation  was  turned  podalically.  In 
the  case  of  the  footling  the  feet  were  kept  up  and  the  primiparous 
passages  dilated  by  caoutchouc  bags.  Both  mothers  of  the  breech 
cases  being  primiparous,  and  the  membranes  having  ruptured  with 
the  lirst  pain,  the  bags  were  here  used  also. 

Of  the  complex  cases  one  was  turned  podalically,  viz.,  the 
shoulder  and  cord  presentation.  The  foremost  of  the  twins  was 
delivered  by  forceps,  and  the  feet  in  the  case  of  the  footling  kept 
up,  the  funis  having  been  previously  returned. 

Six  of  the  perineums  tore.  In  all  of  them  sutures  were  intro- 
duced. In  five  union  by  the  first  intention  occurred ;  in  the  re- 
maining one  we  had  to  rest  content  with  the  gradual  closing  of  the 
posterior  portion  by  cicatrization. 

The  mortality  among  the  mothers  was  nil.  One  case  of  pelvo- 
abdominal  cellulitis  occurred  on  the  tenth  day  after  delivery.  The 
abscess  opened  into  the  posterior  wall  of  the  vagina,  and  the 
patient  was  dismissed  fourteen  days  afterwards,  cured. 

With  the  exception  of  two  slight  cases  at  the  beginning  of  the 
quarter,  which  got  well,  there  has  been  no  septicaemia  in  the  hos- 
pital. There  were  no  cases  of  post-partum  haemorrhage ;  and  with 
the  exception  of  two  cases  where  ergot  was  given,  no  preparation  of 
ergot  was  used. 

Of  the  children  born  alive  thirty-seven  were  males  and  twenty- 
three  females,  making  a  total  of  sixty.  Of  those  born  dead  two 
were  males  and  four  females — total,  six.  One  was  dead  from  pres- 
sure upon  the  funis  by  the  shoulder  before  turning  could  be  executed, 
the  patient  having  come  too  late  to  the  Hospital ;  one  was  turned 
while  still  alive,  but  died  asphyxiated ;  one  was  premature  at  the 
sixth  month ;  one  was  the  product  of  a  woman  suffering  from 
delirium  tremens,  and  was  still-born  ;  one  was  a  breech  in  a  primi- 
parous mother,  and  had  died  from  intrauterine  pressure ;  while  the 
remaining  one  was  a  footling  in  a  primiparous  mother,  and  was 
born  asphyxiated  owing  to  pressure  upon  the  prolapsed  cord.  The 
longest  cord  measured  41  inches  ;  the  shortest  was  13  inches. 

Outdoor  Cases. 

{Reported  hy  G.  W.  W.  Ashdown,  Resident  Surgeon^ 

During  the  quarter  there  have  been  108  cases  delivered  under 
the  auspices  of  the  Hospital  by  the  pupils  attending  the  institution, 
who  individually  had  charge  of  the  cases,  and  consulted  in  cases  of 
difficulty  on  several  occasions. 
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Of  the  total  number  of  births,  sixty  were  male  and  forty-eight 
were  female.  Ninety-one  were  natural  labours,  and  in  only  one 
case  the  child  was  still-born.  In  all  the  others  the  results  to 
mothers  and  chilclnin  were  most  favourable.  Seven  were  laborious 
cases,  ei^ht  i)retenuitural,aiid  two  were  complex  cases.  Out  of  this 
number  five  wore  breech  cases,  in  three  of  which  the  children  were 
dead;  two  cases  of  twin  birth,  which  both  did  remarkably  well;  three 
were  forceps  delivery,  with  satisfactory  results  to  parents  and 
chiUiren.  One  case  of  placenta  pnevia  (in  which  assistance  was 
not  sent  for  till  the  woman  was  moribund)  was  unfortunately  lost, 
though  everything  was  done  to  save  the  mother  and  child. 

In  one  case,  under  the  charge  of  a  gentleman  not  a  pupil  of  the 
Hospital,  the  placenta  had  been  allowed  to  remain,  and  on  arrival 
from  the  Maternity  the  uterus  was  found  nearly  uj)  to  the  ensiform 
cartilage,  filled  with  clots  and  blood.  It  was  speedily  emptied,  and 
the  afterbirth  taken  away.  The  woman  was  in  a  moribund  con- 
dition, almost  pulseless,  with  other  signs  of  excessive  haemorrhage. 
Sulphuric  ether  was  injected  hypodermiailly,  and  Liebig's  extract 
and  brandy  administered  by  the  mouth  and  rectum  almost  con- 
tinuously. After  prolonged  restorative  treatment  the  woman  had 
so  far  recovered  as  to  be  left,  and  she  ultimately  did  well. 

There  was  one  case  of  abortion  at  the  fifth  week,  which  re- 
covered well ;  a  case  of  miscarriage ;  and  one  of  premature  labour, 
in  which  the  fatus  did  not  survive,  but  the  mother  did  well. 

Of  the  above  cases,  sixteen  were  primiparous  and  the  remaining 
ninety-two  were  multiparous  cases. 

Di'  Craig  asked  whether  there  was  any  causal  connexion  between 
delirium  tremens  and  the  death  of  the  child. 

Dr  Young  said  that  alcoholism  sometimes  induced  labour,  and 
might  cause  congestion  in  the  placental  circulation. 

Dr  Wilson  congratulated  Dr  Keiller  on  the  absence  of  any 
maternal  deaths  during  this  quarter. 

Dr  Buist  drew  attention  to  the  restricted  use  of  ergot  The 
administration  of  ei-got  should  not  be  a  routine  practice.  He  did 
not  believe  its  administration  diminished  afterpains. 

Dr  Craig  considered  it  the  most  reliable  means  of  checking 
haemorrhage.  A  full  dose  should  always  be  given  in  the  thinl 
stage  where  there  was  liability  to  haemorrhage  or  a  history  of 
former  hiemorrhage.  He  thought  its  effects  in  lingering  labour 
were  exaggerated. 

Dr  Croom  was  in  the  habit  of  teaching  that  ergot  should  be  given 
systematically  in  the  third  stage,  and  that  for  three  reasons : — it 
l>revented  afterpains;  it  checked  hcemorrhage;  it  favoured  involu- 
tion in  soft,  flabby  women,  and  thus  lessened  the  tendency  to  dis- 
placements. Its  administration  hypodermically  never  produced 
any  harm,  and  was  much  more  active  than  when  given  by  tlie 
mouth. 
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Dr  Hart  thought  that  its  administration  before  the  third  stage 
did  harm.  He  did  not  give  it  till  the  placenta  was  expelled,  as, 
when  given  earlier,  the  uterus  contracted  on  the  placenta  and 
sometimes  interfered  with  its  expulsion. 


Meetin'g  IV. — January  11,  1882. 
Professor  Alex.  Russell  Simpson,  President,  in  the  Chair. 

I.  Dr  Capjpie  showed  the  cords  from  a  case  of  twins,  which  were 
interlaced  so  as  to  form  a  knot.  One  of  the  cords  had  ceased  to 
pulsate  when  the  child  was  born,  and  no  haemorrhage  occurred 
from  it  on  its  being  divided.  The  children  were  born  at  the 
seventh  month.  One  died  on  the  following  day ;  the  other  is 
still  living. 

II.  Dr  Waugh  showed  a  single  -coed  with  a  knot  upon  it. 
The  cord  was  32  inches  long,  and  was  wound  two  and  a  half  times 
round  the  child. 

III.  Dr  Groom  showed  an  acardiac  fcetus  ;  also  a  set  of 
Emmet's  instruments  for  trachelorrhaphy. 

IV.  The  President  showed  a  third-month  fcetus,  with  a  cyst  on 
the  back  of  the  neck,  and  dwarfed  lower  extremities;  also  an 
exomphalous  fcetus — to  be  made  the  subject  of  a  communi- 
cation. 

V.  The  President  read  a  paper  on  a 

CASE  OF  BASILYSIS. 

Two  years  ago  I  laid  before  the  Society  a  suggestion  for  facilitating 
the  perforation  and  comminution  of  the  foetal  head  in  cases  of  con- 
tracted pelvis  where  it  was  impossible  to  extract  a  living  child  at 
term.  The  basilyst,  tlie  simple  instrument  which  I  subsequently 
showed  to  the  Society,  was  intended  first  to  be  used  for  perforating 
the  vault  of  the  skull,  and  then  to  be  passed  on  so  as  to  perforate 
and  break  up  the  more  unyielding  bones  of  the  base  (see  Fig.  1). 


I  have  repeatedly  proved  its  efficiency  on  the  dead  fcetus  and 
the  phantom  ;  but  until  lately  I  have  had  no  opportunity  of  making 
trial  of  it  in  the  living  subject.     Last  winter  I  took  the  instrument 


CASE  OF  BASILYBIS.  45 

with  me  to  a  case  of  labour  in  a  patient  with  a  flat  pelvis,  in  whom 
in  a  previous  cuiifiiiumcnt  I  had  been  obliged  to  deliver  the  woman 
by  cniiiioclasni ;  l)ut  finding  the  conditions  favourable  for  giving 
the  child  a  chance  of  being  born  alive  by  version,  with  the  assist- 
ance of  Dr  Hart  and  Dr  Barbour  I  turned,  with  satisfactory  results 
to  mother  and  child.'  It  was  only  last  month  that  I  had  for  the 
first  time  occasion  to  prove  the  value  of  the  basilyst  in  a  patient 
in  the  lloyal  Maternity  and  Simpson  Memorial  Hospital.  I  give 
the  history  of  the  case  as  it  has  been  dmwn  up  by  Mr  llewetson, 
M.B.,  liuchanan  Scholar  for  1881,  and  House  Surgeon  to  the 
Maternity. 

"  Mrs  M.,  a  III.  para,  aged  27,  and  residing  at  Lanark,  was 
admitted  into  the  Maternity  Hospital  on  7th  November  1881. 

I.  Anamnesis. 

Her  menstruation  began  at  the  age  of  15,  was  of  the  28-day  type, 
usually  lasted  three  or  four  days,  and  was  moderate  in  quantity. 

The  date  of  her  last  mcnstrnatian  was  from  2l8t  to  24th  January 
1881.  She  first  felt  the  movements  of  the  child  in  May.  The 
coiuiition  during  pregnancy  was  very  good. 

Previous  Obstetric  History. — In  December  1878  patient  was  de- 
livered of  a  female  child  after  a  labour  lasting  two  days  and  tiiree 
nights.  Dr  Ewing  of  Lanark  finally  delivered  the  patient  by 
craniotomy,  without  the  aid  of  chloroform. 

In  July  1880  patient  was  delivered  by  Drs  Ewing  and  Gray  of 
Lanark,  alter  a  labour  of  twenty  hours.  The  child  was  a  male,  and 
craniotomy  was  again  found  necessary,  chloroform  being  used  on 
this  occasion. 

Patient  made  a  rapid  recovery  after  both  labours. 

II.  Physical  Examination,  three  days  before  labour  {7th  Hov.) 

Abdominal  Examination. — Palpation. — The  uterine  tumour  was 
found  to  be  of  large  size,  the  fundus  being  on  a  leVel  with  the 
ensiform  cartilage.  The  tumour  deviated  somewhat  to  the  right 
side,  and  projected  forwards  in  an  unusual  degree.  The  umbilicus 
was  below  the  most  prominent  portion  of  the  tumour.  The  ab- 
dominal walls  were  rather  tense. 

The  head  of  the  child  was  felt  freely  movable  above  the  brim  of 
the  pelvis,  the  back  being  to  the  right  side  and  the  small  paits  to 
the  left. 

Auscidtation. — The  fcetal  heart  was  heard  most  distinctly  tdthe 
right  and  slightly  above  the  umbilicus,  the  whole  foetus  being 
mther  high  in  the  abdominal  cavity.  The  uterine  bruit  was  heard 
on  both  sides  of  the  abdomen,  but  most  distinctly  on  the  left. 

Vaginal  Exploration. — Fourchette  gone.     Perineal  body  intact 

*  The  case  forms  one  of  the  series  reconled  bv  Dr  Hart  in  his  pjiiier  on  "  The 
Causation  of  the  Movements  of  the  Heatl  at  the  Brim  of  the  Kickety  Pelvis," 
jfc'dw*.  Med.  Jour.,  vol.  xxvii.  p.  613,  1882. 
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Vagina  roomy,  long,  and  moist.  Cervix  patulous,  high  up.  Ori- 
fice irregular ;  admits  the  tip  of  the  middle  finger.  Foetas  not  felt 
on  vaginal  examination. 

Measurements  of  Pelvis. 
Ilio-cristal  =  9    inches 

Ilio-spinal  =  6|      „ 

External  conjugate  =  6f  „ 
Diagonal  do.  =  3f  „ 
True  do.        =  2f  to  3  inches. 

Diagnosis  of  presentation,  vertex  :  position,  RO.P. 
Prognosis.     Labour  within  a  week,  instrumental. 

III.  Labour  on  Novemher  XQth. 

Pains  began  at  1.30  a.m.  They  were  strong  and  frequent.  The 
waters  escaped  at  1.45  a.m.,  and  the  os  was  fully  dilated  at  5  a.m. 

Presentation  vertex ;  position  R.O.P. 

Stage  I.  3|  hours ;  II.  1  hour  20  minutes ;  III.  10  minutes. 

Patient  went  into  labour  rather  suddenly,  and  the  membranes 
burst  about  a  quarter  of  an  hour  after  the  commencement  of  the 
pains.  Examination  at  2.30  a.m.  showed  the  os  about  the  size  of 
a  two-shilling  piece.  Professor  Simpson  found,  on  his  arrival 
shortly  afterwards,  that,  in  addition  to  the  narrowness  of  the  con- 
jugate diameter  which  had  been  previously  made  out,  the  trans- 
verse diameter  also  was  greatly  contracted.  The  pelvis,  therefore, 
was  generally  small,  with  a  specially  marked  contraction  in  the 
conjugate  of  the  brim.  He  also  found  that  the  head  was  very  large, 
and  that  the  relations  of  the  pelvic  diameters  to  one  another  and 
to  those  of  the  head  were  such  as  to  prevent  the  application  of 
either  forceps  or  turning  with  any  prospect  of  success.  The  pos- 
terior fontanelle  was  felt  through  the  caput  succedaneum,  near  the 
right  sacro-iliac  synchondrosis.  The  sagittal  suture  lay  in  the 
right  oblique  diameter  of  the  pelvis,  but  rather  nearer  to  the  pubes 
than  the  promontory.  The  anterior  fontanelle  could  not  be  felt, 
the  head  being  markedly  flexed. 

As  soon  as  the  os  was  fully  dilated.  Professor  Simpson  per- 
forated the  presenting  part  of  the  cranial  vault  with  the  basilyst. 
The  instrument  was  then  passed  on  to  the  base  of  the  skull  and 
screwed  firmly  into  it,  so  that  on  moving  the  instrument  the  head 
could  be  felt  through  the  abdominal  walls  moving  with  it.  The 
lever  of  the  basilyst  having  been  projected,  the  point  was  again 
screwed  in  on  either  side  of  the  opening  first  made.  The  base  of  the 
skull  being  now  extensively  broken  up,  the  basilyst  was  withdrawn, 
and  a  cranioclast  was  applied,  with  which,  there  being  no  pains  at 
the  time,  traction  was  made.  After  the  first  traction  the  head  was 
found  to  descend  so  easily,  the  uterine  efforts  having  recommenced, 
that  its  expulsion  was  then  left  to  nature.  The  large  body  of  the 
child,  however,  required  considerable  traction  for  its  delivery.   The 
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jilacenta  was  expressed  with  some  little  difficulty,  and  the  va^na 
was  syringed  witli  warm  carbolic  lotion.  A  hyiHxlermic  injec- 
tion ot"  er<,'otin  was  j^iveu  before  the  birth  of  the  placenta.  Chloro- 
iorm  was  given  early  in  the  labour  for  the  purposes  of  examina- 
tion, and  its  administration  was  kept  up  till  the  completion  of  the 
delivery. 

The  Child.  —The  child  was  a  very  large  and  well-formed  female, 
measuring  21  inches  in  length,  and  weighing  8 J  lbs.  without  the 
])ortion  of  the  brains  and  blood  removed  by  craniotomy.  The 
following  were  the  head  diametera,  etc. :  — 

IHameter8.—0M.,  6^ ;  O.K.  4| ;  S.O.B.,  3| ;  Bi-P.,  ^  ;  Bi-T., 
3  ;  T.B.,  3  J.  Diameter  of  the  base  of  the  skull  transversely,  imme- 
diately behind  the  ears,  in  the  uncompressed  state,  3  inches. 
The  same  diameter  when  compressed  laterally,  2  inches.  Cir- 
cumferences of  the  head— O.M.,  15J  ;  O.F.,  14J  ;  S.O.B.,  12^. 

The  following  head-markings  were  observed: — 1.  A  perforation 
through  the  right  half  of  the  lambdoidal  suture,  about  an  inch 
fix)ni  the  posterior  fonUinelle.  The  posterior  portion  of  the  right 
])arietal  bone  had  been  broken,  and  the  adjoining  edge  of  the  occipital 
bone  had  been  notched  by  tiie  passage  of  the  basilyst.  2.  A  broad 
groove  running  along  the  right  side  of  the  head  from  the  perfora- 
tion ttt  tlie  right  ear,  and  marking  the  grip  of  the  cranioclast.  In 
the  track  of  this  groove  the  right  parietal  and  squamous  portion  of 
the  right  temporal  bone  were  extensively  comminuted.  3.  A  bruise 
on  the  left  cheek,  near  the  angle  of  the  mouth,  about  half  an  inch 
in  length. 

On  introducing  the  finger  through  the  perforation  in  the  vault, 
the  body  of  the  sphenoid  and  the  petrous  portions  of  the  temporals, 
especially  the  left,  were  found  extensively  broken  up;  and  on 
compressing  the  base  of  the  skull  laterally  its  diameter  was  easily 
reduced  by  one  inch,  as  noted  above. 

Circumference  of  shoulders,     .  .     16J  inches. 

„  chest,  .  .13       „ 

„  abdomen,      .  .     13       „ 

„  round  trochanters,  .     12J     „ 

The  placenta  was  discoid,  measuring  6  inches  in  diameter,  and 
weigliing  1  lb. 

IV.  Puei'perium. 

Patient  made  an  excellent  recovery,  the  temperature  never  rising 
above  99°-2,  and  only  reaching  that  point  on  one  occasion,  viz.,  on  the 
evening  of  the  fourth  day,  corresponding  to  the  full  development  of 
the  following  slight  complication.  On  the  morning  of  the  fourth 
day  a  few  circinate  patches  of  erythema  appeared  on  the  cheeks. 
These  patches  were  at  fii-st  of  a  rose-red  colour,  but  afterwards 
l>ecame  slightly  purple.  The  patches  soon  extended  over  the  whole 
face,  which  became  considerably  swollen.  There  was  slight  itching 
and  a  little  headache.     On  the  following  day  the  eruption  appeared 
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also  on  the  arms.  Patient  was  ordered  a  saline  purge  followed 
by  an  alkaline  mixture,  and  zinc  ointment  was  applied  to  the  face. 
On  the  second  day  P.P.  belladonna  plasters  had  been  applied  to  the 
breasts.  These  were  removed  on  the  development  of  the  eruption. 
The  eruption  was  much  less  on  the  sixth  day,  and  disappeared  on 
the  seventh.  Patient  states  that  she  had  a  similar  eruption  after 
her  second  confinement.  No  belladonna  was  applied  to  the  breasts 
on  that  occasion. 

Note. — The  uterus  after  delivery  was  noted  to  be  of  unusual 
size,  so  that,  even  when  firmly  contracted,  the  fundus  was  fully  an 
inch  and  a  half  above  the  umbilicus.  The  involution  proceeded 
satisfactorily  during  the  puerperium. 

V.  Condition  on  Dismissal  on  24th  Novemher,  P.P.  14. 

General  condition  very  good.  Breasts  flaccid,  no  secretion. 
Fundus  uteri  three  fingers'  breadth  above  the  pubes,  lying  for- 
wards. The  OS  notched  on  both  sides,  looking  backwards.  Perineum 
intact.     Vagina  and  other  pelvic  tissues  normal." 

This  case  is,  as  I  have  said,  the  first  that  gave  me  an  oppor- 
tunity of  testing  the  efficacy  of  the  basilyst,  and  it  has  satisfied 
me  that  in  basilysis  we  have  the  simplest,  safest,  and  most  effica- 
cious method  of  head-diminution. 


Pig.  2. 


It  is  an  easy  operation.  The  head  of  the  child  is  kept  fixed  at 
the  brim  by  the  hands  of  an  assistant.  The  operator,  guiding  the 
basilyst  with  the  fingers  of  the  left  hand  in  the  passages,  guides 
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tho  front  of  tho  basilyst,  wliicli  is  held  in  the  riglit,  to  the  most 
exposed  parietal  hone.  Twisting  it  round  once  or  twice,  he  feels 
that  the  point  has  pierced  the  scalp  and  bitten  into  the  skull. 
Then  he  steadily  screws  it  on  till  it  is  arrested  at  the  shoulder. 
(See  Fig.  2.)  He  presses  the  spring  handle  till  it  touches  the 
other,  so  as  to  open  it  a-s  widely  at  the  point  as  possible ;  lets  it 
close,  and,  after  turning  it  half  round,  opens  it  again,  so  as  to  make 
the  gap  OS  wide  as  he  can.  The  instrument  is  then  pushed  on 
into  the  cavity  of  the  skull  and  turned  about  in  every  direction, 
80  as  to  break  up  all  tiie  brain  and  tear  the  tcntoria.  It  may  now 
be  withdrawn,  and  a  finger  may  l)c  carried  through  the  opening  to 
feel  for  tho  foniiucn  magnum  and  the  parts  in  the  base  of  the 
skull.  Or  if  tho  operator  iiave  already,  from  his  previous  examina- 
tion, got  a  clear  impression  of  tlio  position  of  the  head,  he  may 
quite  safely  direct  the  basilyst  at  once  towards  the  sphenoid 
bone.  He  can  help  to  steady  tho  head  with  a  finger  pulling  on 
the  parietal  bones  through  the  perforation  in  the  vault,  and  screws 
in  the  basilyst  up  to  the  shoulder.  Compression  of  the  handles 
again  separates  tho  points ;  but  now  it  is  the  base  of  the  skull  that 
is  being  comminuted,  and  tiie  separation  of  the  points  may  be 
effected  in  different  directions  to  make  the  dissolution  as  complete 
as  possible  with  each  perforation.  In  the  patient  whose  case  I 
have  read  the  perforation  was  repeated  twice  in  the  petrous  por- 
tions of  the  two  temporal  bones.  In  more  difficult  cases  the 
perforation  could  be  repeated  more  frequently  and  in  different 
directions. 

It  is  a  safe  operation.  When  the  sharp  point  has  been  care- 
fully applied  to  the  fa^tal  head  and  has  just  bitten  the  skull,  the 
operator  may  leisurely  examine  again  the  relations  of  the  maternal 
parts,  and  screw  on  the  basilyst  with  the  certainty  that  it  will  not 
slide  off  in  any  direction  or  endanger  maternal  textures  in  any 
degree.  Nor  are  the  uterine  walls  in  any  danger  when  the  point 
of  the  instrument  is  inside  the  skull.  The  operator  finds  it  easy 
to  direct  the  basilyst  against  the  base,  and  the  shoulder  will 
certainly  prevent  the  point  from  being  screwed  so  far  through  the 
bones  as  to  endanger  the  perforating  of  the  cutaneous  surface, 
much  less  to  endanger  at  any  point  the  interior  of  the  uterus.  I 
refer  only  to  the  absence  of  dangers  that  might  be  supposed  to 
attach  to  the  process  itself,  and  do  not  dwell  on  the  dangers  of 
other  procedures  it  is  designed  to  supplant. 

It  is  a  satisfactory  operation.  It  brings  about  such  a  dissolution 
of  the  hard,  unyielding  basis  cranii  that  it  becomes  possible  for  the 
uterine  effort  to  expel  the  comminuted  head  through  tho  con- 
tracted canal.  The  report  records  how  I  applied  the  cranioclast 
in  tho  case  I  have  related.  But  I  did  not  take  account  of  the 
likelihood  that  the  inactivity  of  the  uterus  was  but  temporary  from 
tho  sudden  reduction  of  size  of  the  head — a  kind  of  pause  in  its 
action  such  as  we  see  in  any  case  where  some  part  of  its  contents 
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suddenly  escape,  and  a  kind  of  tonic  retraction  goes  on  for  a  longer 
or  shorter  period  before  the  effective  pains  return.  But  it  notes 
also  how  completely  the  base  was  dissolved  by  the  action  of  the 
basilyst,  and  how  the  head  was  eventually  expelled  easily  and 
safely  by  the  uterine  action.  In  any  similar  case  I  should  con- 
tent myself  with  waiting  for  the  expulsion  of  the  head  by  the 
natural  efforts,  and  with  having  recourse,  if  necessary,  to  repeated 
applications  of  the  basilyst  to  other  parts  of  the  cranial  base.  Or, 
if  the  delay  seemed  to  be  due  to  imperfect  collapse  of  the  vault 
it  would  be  easy  to  break  it  down  further  by  another  perforation. 


Dr  Peter  Young  said  that  as  the  basilyst  was  a  new  instrument 
he  could  not  say  much  as  to  its  practical  working.  As  to  its  con- 
struction, it  was  well  adapted  to  effect  its  purpose  of  breaking  up 
the  base.  As  it  was  applied  inside  the  head  of  the  child,  there 
was  no  risk,  of  injuring  maternal  structures.  It  was  constructed 
on  a  scientific  principle.  The  measurements  of  the  base  of  the 
cranium  were  a  fixed  quantity  and  could  not  be  altered,  like  those 
of  the  vault,  except  by  such  an  instrument.  Cases  of  Csesarean 
section  would  become  rarer  through  basilysis,  and  the  maternal 
mortality  correspondingly  diminished.  He  believed  that  the 
basilyst  would  save  a  great  number  of  maternal  lives. 

Dr  Groom  thought  the  basilyst  was  a  great  addition  to  the 
obstetrician's  armamentarium.  He  had  had  occasion  to  make  a 
trial  with  the  instrument,  and  would  give  his  experience.  The 
woman  was  a  dwarf,  and  had  been  delivered  previously  by  cranio- 
tomy. There  was  a  large  primary  syphilitic  sore  on  the  right 
labium  majus,  and  therefore  he  did  not  give  the  woman  the  chance 
of  a  premature  labour.  The  conjugata  vera  measured  less  than 
2^  inches.  He  resolved  to  do  basilysis,  but  the  instrument  which 
he  got  was  inefficient.  It  was  difficult  to  steady  the  head,  which 
was  mobile  and  above  the  brim,  as  the  pelvis  was  rickety.  With 
regard  to  the  scope  of  the  instrument,  it  would  be  useful  when  the 
head  was  engaged  or  in  the  cavity  but  not  when  it  was  free  above 
the  brim. 

The  President  thanked  Dr  Croom  for  his  experiences  in  this  case. 
The  failure  was  due  to  the  bad  instrument,  which  had  not  the 
point  made  so  as  to  bite.  This  was  a  defect  in  the  first  pattern  of 
the  instrument,  which  was  the  one  employed  by  Dr  Croom.  He 
agreed  with  him  as  to  its  being  an  easier  operation  when  the  head 
was  fixed  at  the  brim,  but  his  own  case  showed  that  it  could  also 
be  used  with  a  mobile  head  above  the  brim.  No  obliquity  of  the 
head  should  make  the  operation  difficult,  except  an  extreme  degree 
of  the  Naegele  obliquity.  There  was  no  risk  of  injuring  maternal 
structures.  The  risk  was  rather  that  the  operator  would  not  screw 
the  instrument  far  enough  into  the  base ;  the  projecting  shoulder 
made  it  impossible  to  screw  it  too  far. 
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VI.  Dv  Pder  Young  road  a  pajwr  on 

VAOINAL  ENTKKOCKLK. 

Kecknt  writui-s  huvu  taken  but  little  notice  of  this  complication, 
no  doubt  owin<?  to  its  rarity.  It  may  l)0  met  with  both  durin;; 
])re;,'nancy  and  in  the  non-pregnant  state,  but  less  frequently  in 
the  former  condition. 

As  nii;^dit  bo  expected,  however,  owing  to  the  more  relaxed  state 
of  the  pelvic  organs,  it  more  commoidy  occurs  in  women  who  have 
borne  children,  although  iuHtances  are  on  recoixl  where  it  happened 
in  the  virgin.  Considering  tlie  relations  of  the  peritoneum  to  the 
])elvic  viscera,  and  the  great  strain  to  which  it  is  subjected  in  the 
various  action  of  the  body,  it  is  rather  wonderful  that  vaginal 
entorocele  does  not  occur  more  frequently  than  it  appears  to  do. 
This  is  apparently  <lue  to  the  obliquity  of  the  pelvis,  by  which  the 
abdominal  viscera  are  directed  against  the  pubis  and  inguinal 
region,  and  prevented  from  pressing  unduly  against  the  pelvic 
involutions  of  the  peritoneum.  Still  there  are  certain  attitudes  of 
the  body  in  which  the  long  axis  of  the  abdomen  coincides  with 
that  of  the  pelvic  inlet;  and  if,  in  the.se  circumstances,  the 
abdominal  viscera  be  forcibly  acted  upon,  the  bowels  or  omentum 
may  push  down  the  pelvic  j>eritoneum  either  in  front  of  or  behind 
the  uterus,  and  cause  a  bulging  of  the  anterior  or  posterior  wall  of 
the  vagina.  This  is  shown  by  the  fact  that  the  majority  of  the 
cases  have  taken  place  suddenly,  with  the  development  of  alarming 
symptoms,  in  the  enileavour  to  lift  heavy  weights,  during  violent 
muscular  efforts  to  recover  a  wrong  step,  excessive  straining  at 
stool,  or  in  conseciuence  of  falls  from  a  height.  Sometimes,  how- 
ever, though  rarely,,  vaginal  hernia  may  occur  without  the  patient 
bfeing  aware  of  having  done  anything  to  cause  it,  and  without 
producing  much  or  any  inconvenience.  In  these  cases,  if  occur- 
ring for  the  first  time,  the  hernia  is  generally  posterior  to  the 
uterus,  and  tiie  protruded  bowel  lies  between  the  rectum  and 
vagina,  distending  the  posterior  wall  of  the  latter  to  a  greater 
or  less  degree.  Usually  it  is  a  portion  of  the  ileum  which  is 
forced  down,  but  portions  of  the  omentum  and  of  the  large 
bowel  have  been  observed  protruding.  Before  proceeding  further, 
it  will  be  convenient  to  record  a  case  of  vaginal  enterocele 
during  labour  which  occurred  in  my  practice  six  years  ago. 

A.  M.,  let.  39,  })regnant  for  the  sixth  time.  Her  previous  con- 
finements, at  all  of  which  I  attended,  were  easy  and  natural,  and 
call  for  no  remark.  At  3  p.m.,  29th  December  1875,  labour  pains 
began,  and  at  7  the  same  evening  I  was  sent  for.  On  entering 
the  room,  the  patient,  who  was  walking  up  and  down,  said  she 
was  glad  to  see  me.  She  was  sure  there  was  something  wrong, 
as  the  ])ains  did  not  seem  to  be  doing  any  good.  There  was  no 
complaint  of  any  acute  pain,  and,  beyond  a  feeling  that  the  labour 
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was  not  advancing  as  on  former  occasions,  there  was  nothing  to 
indicate  any  important  deviation.  On  examination  per  vaginam, 
the  pelvic  cavity  seemed  to  be  nearly  completely  occupied  by  a 
large,  soft,  elastic,  painless  tumour,  which  pushed  the  posterior 
wall  of  the  vagina  against  the  symphysis  pubis.  On  introducing 
two  fingers  and  pressing  the  tumour,  it  yielded  readily,  so  that 
the  sacral  bones  could  be  felt  through  it,  but  the  tumour  itself 
did  not  diminish  in  size,  and  seemed  to  rise  up  on  either  side  of 
the  point  of  pressure  much  in  the  same  way  as  a  tennis-ball  does 
when  manipulated  with  the  fingers.  Soft  flattened  bands  could 
be  obscurely  felt  rolling  under  the  fingers  when  the  tumour  was 
pressed  against  the  sacrum.  On  pushing  it  up,  while  the  fingers 
sank  into  the  swelling,  it  did  not  become  displaced,  and  its  be- 
haviour was  similar  when  pressed  downwards  towards  the  anus. 


By  introducing  the  hand  into  the  vagina  and  passing  the  fore 
and  middle  fingers  up  in  front  of  the  tumour,  the  os  uteri  could 
be  felt  dilated  to  the  size  of  a  crown-piece,  and  the  head  pre- 
senting. Although  a  little  puzzled  at  first,  I  soon  came  to  the 
conclusion,  from  the  signs  just  described,  that  a  considerable  por- 
tion of  the  small  intestine  had  got  pressed  down  into  Douglas's 
space,  distending  the  peritoneal  involution,  and  displacing  the 
vagina  forwards.  Acting  on  this  diagnosis,  the  patient  was  placed 
in  the  genu-pectoral  position,  the  hand,  well  oiled,  introduced 
into  the  vagina,  and  the  tumour  gently  and  steadily  pushed  towards 
the  pelvic  brim.  On  executing  this  manoeuvre,  the  swelling 
slowly  and  noiselessly  disappeared  into  the  abdominal  cavity, 
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passing  on  tho  loft  side  of  the  sacral  promontory.  Before  with- 
dravvint,'  tho  hand,  two  fingers  were  hooked  into  thu  cervix  uteri, 
tho  hittor  (h-uwi)  down,  and  aa  the  patient  was  brought  to  the  usual 
position  on  hor  led  side,  pressure  was  exerted  by  the  other  hand 
on  the  alxlonion,  so  as  to  engage  the  head  of  the  child  on  tho 
pelvic  biini  and  prevent  the  bowel  slipping  down  again.  Under 
tho  c(jMii>ined  influence  of  the  abdominal  pressure  and  the  uterine 
pains,  which  were  tolerably  vigorous,  the  head  descended  rapidly 
into  tlio  pelvis,  and  the  child — a  male — was  born  twenty  minutes 
aftervvarils.  Tho  patient  made  a  good  recovery;  but,  fearing  a 
return  of  tho  enterocele,  slie  was  kept  in  bed  for  a  fortnight,  and 
the  vaj;iiia  washed  out  night  and  morning  with  solution  of  alum. 
As  there  was  no  return  of  the  protrusion,  and  the  patient  was 
anxious  to  leave  her  bed,  she  was  allowed  to  do  so  at  the  time 
mentioned. 

Four  weeks  afterwards — i.e.,  six  weeks  after  delivery — she  was 
suddenly  seized  with  pain  in  the  pelvis,  went  to  bed,  and  took  a 
dose  of  castor  oil,  but  vomited.  Next  morning,  on  rising,  intense 
nausea  and  pain  in  lower  part  of  the  abdomen  were  experienced, 
and  becoming  alarmed)  she  sent  for  me.  This  was  on  IGth  February 
187G. 

On  arrival  the  countenance  was  pale  and  anxious,  the  extremi- 
ties cold,  pulse  thread-like  and  quick,  nausea  and  retching  well 
marked,  and  great  pain  complained  of  in  the  pelvis.  P.  V.,  the  hernia, 
although  smaller  than  before,  could  be  felt  occupying  its  former 
position  in  Douglas's  space,  and  was  tender  to  the  touch.  Placing 
the  patient  in  the  inclined  lateral  position,  and  introducing  a 
couple  of  fingers,  the  protrusion  was  gently  and  readily  reduced. 
Immediate  relief  of  all  the  symptoms  followed,  a  morphia  supposi- 
tory was  administered,  and  perfect  quiet  enjoined.  In  the  evening 
she  expressed  herself  as  being  quite  comfortable,  and  had  slept 
for  several  hours  during  the  day. 

17//t  February. — Passed  a  good  night ;  feels  well ;  pelvic  pain 
quite  gone ;  ordered  to  keep  quiet  and  take  liquid  nourishment, 
chiefly  milk.  This  treatment  was  continued  next  day,  and  on  the 
day  following  she  got  a  small  dose  of  castor  oil,  which  opened  the 
bowels  gently.  No  further  treatment  being  necessary,  I  left  her, 
with  strict  injunctions  to  keep  quiet  till  I  called  again.  A  day  or 
two  afterwards  the  catamenia  appeared  (1  may  mention  she  did 
not  suckle  cliild,  as  the  nipples  were  not  good),  and,  having  some 
important  business,  ventured  out.  The  day  was  bitterly  cold  and 
wet,  and  she  caught  a  chill.  Soon  violent  symptoms  of  perimet- 
ritis showed  themselves,  which  were  rapidly  followed  by  a  large 
effusion  of  lymph.  P.  V. — No  hernial  protrusion  could  be  felt, 
but  the  utenis  and  roof  of  pelvis  were  tender  on  pressure.  The 
effused  lymph  rapidly  increased  in  amount,  so  that  in  a  few  days 
a  swelling  of  considerable  size  could  be  felt  in  the  abdomen,  more 
particularly  on  the  right.     It  is  not  necessary  to  give  a  detailed 
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account  of  the  peritoiiitic  attack.  I  may  merely  mention  that  she 
made  a  very  narrow  escape  for  her  life,  and  that  Dr  Keiller,  who 
saw  her  in  the  beginning  of  May,  thought,  as  I  did,  that  her  state 
was  hopeless.  She  rallied,  however ;  but  it  was  not  till  the  middle 
of  July  that  she  was  able  to  leave  her  bed,  enfeebled  both  in  body 
and  mind.  Shortly  afterwards  she  was  sent  to  the  country,  and 
gradually  regained  her  strength. 

In  the  following  year  she  again  became  pregnant,  and  was  con- 
fined on  the  3rd  November,  the  labour  being  natural  and  easy,  and 
without  any  trace  of  hernia.  Since  then  she  has  enjoyed  vigorous 
health. 

This  case  appears  to  me  to  present  several  points  of  interest  on 
which  I  may  be  allowed  to  make  a  few  remarks. 

1.  The  stealthy  mode  of  its  incidence.  It  is  true  that  on 
questioning  the  patient  afterwards  she  said  she  had  felt  uneasy 
sensations  in  the  pelvis  for  about  two  months  before  labour,  but 
had  no  difficulty  with  her  bowels,  which  acted  in  the  usual  way. 
She  was  not  aware  of  having  received  any  jolt  or  concussion,  or  of 
having  made  any  violent  muscular  efforts.  It  was  not  till  the 
labour  pains  began  and  had  continued  for  some  time  that  she  began 
to  suspect  that  there  was  something  wrong.  As  no  examination 
was  made  previous  to  the  advent  of  labour,  and,  as  already  re- 
marked, the  patient  was  not  aware  of  any  action  on  her  part  likely 
to  cause  descent  of  the  bowel,  it  does  not  seem  possible  to  arrive 
at  any  satisfactory  conclusion  as  to  the  time  of  its  occurrence. 
The  uneasy  sensations  felt  during  the  last  two  months  of  preg- 
nancy may  be  thought  by  some  to  indicate  the  existence  of  the 
enterocele,  but  similar  sensations  are  so  common  in  pregnancy  that 
not  much  reliance  can  be  placed  upon  them.  It  seems,  then, 
impossible  to  determine  satisfactorily  how  long  the  hernia  had 
subsisted  before  it  was  discovered  ;  and  it  is  evident  that  the  bowel 
had  been  subjected  to  no  injurious  pressure  previous  to  the  acces- 
sion of  the  parturient  pains. 

2.  The  reappearance  of  the  hernia  with  symptoms  of  intestinal 
irritation,  and  the  rapid  subsidence  of  the  latter  on  reduction  of 
the  tumour. 

3.  The  peritonitic  attack  which  took  place  a  few  days  afterwards, 
and  which  was  accompanied  by  a  large  amount  of  effusion  of  lymph 
around  the  pelvic  organs  and  bowels,  does  not  appear  to  me  to 
have  been  caused  by  the  hernia,  but  was  the  result  of  cold  and  wet 
acting  upon  the  genital  organs  while  in  a  congested  state. 

4.  Although  the  immediate  effects  of  the  peritonitis  were 
sufficiently  alarming,  it  performed  the  good  office  of  so  altering 
the  parts  as  to  prevent  the  re-descent  of  the  hernia  without,  as 
the  subsequent  pregnancy  proved,  impairing  the  functions  of  the 
generative  organs.  As  this  subject  has  not,  so  far  as  I  am  aware, 
been  discussed  in  this  Society,  and  no  case  of  the  same  kind  has 
been  recorded  in  its  Transactions,  it  will  not,  perhaps,  be  deemed 
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unprofitable  to  Uike  a  survey,  however  short  and  imperfect,  of  its 
litomture. 

(Jurenj^eot  {Mimotrea  de  VAeadSmie  Royale  de  ChirurgU,  torn,  i., 
p.  707),  who  wrote  in  the  bej,'inning  of  last  century,  gives  a  history 
— interestiu},'  as  bein^'  the  fust  of  the  kind  on  record — of  the  wife 
of  a  costernionger  wlu)  sou^'ht  his  advice  for  what  she  considered 
a  descent  of  lier  womb.  She  hud  had  five  children,  all  of  whom 
were  very  lur^'c  at  birth.  Aboit  a  month  after  her  last  confine- 
ment she  made  an  etlbrt  to  lift  a  load,  and  while  in  the  act  felt  a 
derangement  within  the  abdomen  and  an  acute  pain  in  the  vagina, 
of  which  also  she  had  a  sense  of  great  fulness.  Notwithstanding 
ihis  she  went  about  her  ordinary  duties  for  some  time  subsequently. 
The  descent  into  the  vagina  became  so  considenible  that  itshoued 
itself  at  the  external  orifice.  The  patient  felt  from  time  to  time 
pains  of  a  spasmodic  character,  which  seemed  to  take  their  origin 
in  the  va<4ina,  as  well  as  pain  in  the  stomach,  with  sickness,  and 
was  unal)le  to  void  urine  except  in  the  supine  posture.  On 
e.xaniination,  Garengeot  discovered  a  whitish  tumour,  which  not 
only  occupied  the  vagina,  but  projected  beyond  the  labia  in  such 
a  manner  as  to  admit  the  introduction  of  a  finger  between  it  and 
the  vaginal  parietes  posteriorly.  The  os  uteri  was  in  its  natural 
situation,  and  the  tumour  diminished  very  much  in  size  on  pressure. 
This  at  once  made  him  suspect  it  to  be  a  descent  of  the  intestine ; 
and  with  that  impression  he  placed  the  patient  in  the  recumbent 
posture  and  applied  the  taxis,  when  he  felt  the  contents  of  the 
tumour  receding  through  the  superior  and  right  lateral  portion 
of  the  vagina.  After  the  retrocession  the  vagina  was  left  soft, 
relaxed,  and  thin.  In  order  to  strengthen  his  conviction  that  it 
was  a  case  of  vaginal  hernia — of  which  he  had  never  heard  before 
— he  desired  the  patient  to  get  up  and  walk,  and  also  to  cough 
strongly.  These  movements  caused  the  tumour  to  return  again 
immediately,  and  convinced  him  of  the  truth  of  his  surmise.  He 
reduced  it  again,  and  after  some  trouble  succeeded  in  keeping  it 
up  by  means  of  a  suitable  pes.<»ary. 

In  this  case  it  will  be  noticed  that  the  descent  of  the  bowel  was 
in  front  of  the  uterus,  and  that  the  anterior  .wall  of  the  vagina  was 
protruded  in  a  woman  predisposed  to  the  accident  by  the  relaxed 
condition  of  the  genital  passages  consequent  on  the  recent  con- 
finement and  the  succession  of  large  children  to  which  she  had 
given  birth. 

Davis  {Pnnciples  and  Practice  of  Ohstet.  Med.,  vol.  i.  p.  143) 
relates  a  similar  case  in  a  young  woman  who,  soon  after  her 
marriage,  sustained  a  fall  from  a  building  and  was  renderetl  insen- 
sible. On  regaining  consciousness  she  felt,  to  use  her  own  words, 
"  as  if  her  whole  inside  was  coming  down  at  her  womb,"  and  had  a 
strong  impression  that  her  bladder  was  ruptured.  She  was  unable 
to  micturate,  and  attempts  to  do  so  increased  the  pain,  causeil 
violent  retching  and  alarming  syncope.      On   examination   per 
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vaginam  a  swelling  of  considerable  size  and  of  great  sensitiveness 
was  found  filling  the  upper  and  middle  parts  of  the  vaginal  passage. 
At  first  Davis  thought  this  was  formed  by  a  protrusion  of  the 
bladder,  but  this  idea  was  soon  negatived  on  emptying  the  bladder 
by  the  catheter  without  giving  any  relief  to  the  symptoms  or 
effecting  reduction  of  the  tumour.  By  careful  manipulation  he 
reduced  the  hernia,  the  bowel  making  a  gurgling  noise  as  the  last 
portions  escaped  into  the  abdomen.  The  precise  locality  of  the 
rupture  could  now  be  felt  a  little  in  front  of  the  cervix  uteri  and 
a  little  to  the  left  side.  A  pessary  was  then  introduced  ;  inflam- 
matory symptoms  supervened,  which  were  treated  after  the  heroic 
method,  notwithstanding  which  the  patient  recovered. 

Hoin  {Essai  sur  les  Hernies)  mentions  several  cases  of  vaginal 
hernia ;  among  others  that  of  a  young  lady  who  was  troubled 
with  obstinate  costiveness,  so  that  she  sometimes  went  unre- 
lieved for  eight  days  together.  While  making  strong  efforts 
at  defecation  she  suddenly  experienced  acute  pain  within  the 
pelvis,  which  extended  to  the  left  iliac  region.  The  pain  was  violent 
only  for  a  short  time,  but  it  never  entirely  ceased,  and  was  always 
felt  on  the  left  side.  Three  weeks  afterwards  the  patient  discovered 
a  swelling  at  the  vulva,  which  was  the  seat  of  occasional  lancinating 
pain.  Under  the  impression  that  an  abscess  was  forming  she 
applied  poultices.  The  tumour,  however,  increased  in  size ;  and 
becoming  anxious,  she  consulted  Hoin.  On  examination  he  found 
a  soft  swelling  protruding  half  an  inch  beyond  the  level  of  the 
labia  majora,  abutting  principally  against  the  fourchette,  extending 
about  three  inches  into  the  vaginal  passage,  and  occupying  the 
left  lateral  portion  of  its  parietes  rather  posteriorly.  The  swelling 
was  not  very  sensitive,  was  easily  replaced,  and  emitted  a  gurgling 
noise  as  it  disappeared  into  the  abdomen.  In  this  case  the  descent 
had  evidently  taken  place  behind  the  uterus. 

Levret  {Ohs.  sur  les  Folypes)  examined  the  dead  body  of  a  woman 
who  died  in  a  state  of  idiocy,  and  who  had  a  vaginal  hernia.  The 
tumour  was  of  sufficient  size  to  occupy  nearly  the  whole  of  the 
vaginal  passage,  and  was  easily  reduced.  It  was  found  to  be 
caused  by  a  displacement  of  the  sigmoid  flexure.  The  uterus  was 
much  displaced  towards  the  right  side  of  the  pelvis. 

Gunz  {Be,  Herniis  Libellus)  relates  the  case  of  a  woman  who  had 
a  tumour  which  occupied  one  side  of  the  vagina  and  presented 
itself  at  the  orifice  of  that  passage.  She  consulted  a  surgeon,  who, 
it  was  believed,  mistook  it  for  an  abscess  and  plunged  a  bistoury 
into  it.  The  incision  was  immediately  followed  by  a  protrusion 
of  the  caecum  and  of  a  great  part  of  the  colon.  The  protruded 
bowels  were  not  attempted  to  be  reduced.  Gangrene  supervened, 
and  the  poor  woman  died. 

Sir  Astley  Cooper  (Cooper  on  Hernia)  mentions  several  cases  of 
vaginal  hernia  where  the  bowel  descended  posteriorly  and  to  the 
left  side. 
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Smellie  relates  three  cases  occurring  durinj^  parturition,  two  of 
them  in  his  own  practice,  and  one  inthat  of  Mr  Stubbsof  Hetllonl- 
shiro.  In  the  hitter  case  the  wonmn,  who  wiut  in  her  first  labour, 
had  been  ten  houi-s  under  the  care  of  a  midwife  when  Mr  Stubbs 
saw  her.  The  membnines  were  already  ruptui-ed.  The  vagina 
and  pelvis  were  occupied  by  a  tumour,  which  lie  at  first  niist<x)k 
for  the  head  or  nates  of  the  child.  He  had  scarcely  room  to  intro- 
duce his  fingers  between  it  and  the  pubis.  On  dilating  and  push- 
ing up  the  tumour,  he  found  the  orifice  of  the  uterus  well  developed, 
and  the  child's  head  resting  against  the  pubis.  Having  ascertained 
these  facts  and  withdrawn  his  hand,  which  was  much  cramped, 
and  delibemted  upon  the  nature  of  the  tumour,  he  came  to  the 
conclusion  tiiat  it  jn-obably  consisted  of  a  portion  of  the  intestine 
wiiich  had  bten  forced  down  at  the  back  j)art  of  the  vagina.  He 
therefore  reintroduced  his  hand,  and,  by  the  application  of  pretty 
firm  pressure  upon  the  tumour,  effected  its  reduction.  The  head 
immeiliately  descended,  and  the  delivery  was  terminated  by  the 
forceps.  Mother  and  child  did  well.  In  one  of  Smellie's  own 
cases,  the  hernia,  which  descended  to  the  left  side  of  the  peri- 
neum and  anus,  had  existed  for  two  years  before  he  saw  it.  It 
had  originally  presented  itself  about  a  month  after  the  patient's  first 
continement,  and  was  of  considerable  size.  She  became  pregnant 
again,  and  whilst  in  that  condition  was  seized  with  a  violent  (X)ugh, 
which  forced  down  the  intestine  so  much  as  to  increase  the  swell- 
ing to  the  size  of  a  man's  Hst.  About  five  weeks  Ijefore  term  the 
tumour  had  att^iined  a  large  size  and  was  very  painful.  On  exa- 
mination the  swelling  was  livid,  and  the  parts  around  of  a  fiery 
red  colour.  She  lay  on  her  side,  and,  when  turned  on  her  back 
for  convenience  of  examining  the  tumour,  it  broke  in  the  middle, 
and  from  the  opening,  which  was  small,  there  issued  a  spoonful  of 
pus  mixed  with  blood,  and  immediately  after  that  about  half  a 
pint  of  thin  grayish  fluid.  I)r  Smellie  wtus  much  alarmed,  as  the 
ileum  had  evidently  burst,  and  a  part  of  it  had  mortiHed,  Con- 
trary to  expectation,  the  pregnancy  went  to  tenn,  and  some  months 
after  her  confinement  the  ruptured  part  presented  an  appearance  of 
firmness,  although  in  the  centre  there  was  a  small  orifice  through 
which  a  little  ichor  continued  to  ooze.  Smellie  imagined  that  the 
inrtamed  intestine  had  adhered  to  the  neighbouring  viscera  after 
the  sloughs  had  been  thrown  oft'.  The  patient  was  frequently 
troubled  with  violent  pains  and  a  great  sense  of  weakness  on  the 
side  of  the  abdomen  corresponding  to  the  heniia,  as  if  the  gut  had 
become  contracted  so  as  to  interfere  with  the  easy  passage  of  the 
ingesta.  In  about  five  months  after  her  recovery  the  rupture 
reappeared,  and  soon  afterwanls  patient  again  became  pregnant. 
The  tumour  was  reduced,  and  delivery  safely  effected. 

The  blailder  and  the  rectum  may  be  pn)lapsed  along  with  the 
ileum,  an  instance  of  which  is  recoi*ded  by  De  Haeu  {Hatio  MedetuU 
in  Nosocomio  Pradico). 

H 
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Boivin  and  Dug^s  [Diseases  of  Uterus,  p.  511)  mention  a  case 
where  a  portion  of  the  large  bowel  descended,  obstructing  the 
vagina  and  reaching  to  the  perineum.  It  could  be  softened  and 
flattened  by  the  finger. 

Of  recent  writers,  Meigs  {Note  to  Colomhat  on  Diseases  of  Women) 
relates  a  case  of  vaginal  enterocele  occnrrinij  durintr  labour,  in 
which  the  parturient  process  was  checked  by  a  loop  of  intestine 
until  he  succeeded  in  reducing  it. 

Fordyce  Barker  {American  Jour.  Obst.,  vol.  ix.,  1876)  records 
three  cases  occurring  in  his  own  practice,  and  gives  the  history  of 
another  communicated  by  B.  A.  Clements. 

Thomas  {Diseases  of  Women,  p.  174)  mentions  a  case  recorded  in 
the  CentralUatt  fur  Ghir.,  3rd  May  1879.  "The  woman,  aet.  52, 
had  had  twelve  children,  the  last  born  twelve  years  ago.  On  exa- 
mination, a  swelling  about  3  inches  long,  reddish-blue  in  colour, 
and  covered  with  granulations  and  pus,  protruded  between  the 
labia.  Diagnosis. — Polypus  of  the  uterus ;  removed.  After 
suffering  severe  pain  in  the  abdominal  region  for  several 
hours,  death  ensued.  Atitojjsy. — In  the  pelvis  there  was  half 
a  pound  of  liquid  blood.  Uterus  and  ovaries  atrophied.  A 
portion  of  the  great  omentum  and  a  piece  of  the  transverse 
colon  were  carried  away  with  the  mass.  In  the  posterior  wall 
of  the  vagina  there  was  an  opening  about  5  centimetres  in 
diameter." 

Etiology. — From  the  above  histories,  shortly  and  imperfectly  as 
they  are  given,  it  will  be  seen  that  vaginal  enterocele  may  occur 
suddenly,  accompanied  by  pain,  generally  of  an  acute  character,  in 
consequence  of  violent  and  irregular  movement,  straining  during 
defecation,  lifting  heavy  weights,  etc.,  or,  on  the  other  hand,  it 
may  be  developed  silently,  without  any  consciousness  at  the  time 
on  the  part  of  the  patient,  and  without  specified  cause. 

Differential  Diagnosis. — Although  the  diagnosis  will  not,  as  a 
rule,  be  difficult,  great  caution  is  requisite  not  to  fall  into  serious 
error,  as  shown  by  two  of  the  histories  which  1  have  given.  The 
peculiar  soft  elastic  feel  of  the  tumour,  the  detection  of  soft 
flattened  bands,  or  of  a  soft  doughy  mass,  under  the  finger  when 
pressed,  and  its  reducibility  when  the  taxis  is  properly  applied, 
will  indicate  its  nature.  The  diseases  for  which  it  may  be  mis- 
taken, and  with  w^hich,  it  must  be  remembered,  it  may  co-exist, 
are  prolapsus  vaginae,  cystocele,  rectocele,  uterine  polypus,  vaginal 
cyst,  ovarian  cyst,  abscess  of  vagina  and  perineum,  and  inguinal 
hernia.  In  doubtful  cases  it  will  be  prudent  to  use  the  exploring- 
needle  or  aspirator  to  aid  the  diagnosis. 

Prognosis. — This  is,  upon  the  whole,  favourable.  With  the  ex- 
ception of  those  mentioned,  no  fatal  cases  have  been  recorded. 
This  is  no  doubt  due  to  the  ability  of  the  practitioners  having 
charge  of  the  cases,  and  perhaps  to  the  non -publication  of  those 
which  had  a  fatal  issue.     It  is  to  be  noted  that  there  is  great 
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liability  to  strangulation  of  the  bowel  ami  peritonitis,  owin^;  to  tho 
readiness  with  wliich  the  rupture  may  return  after  its  reduction ; 
and  tlio  pro«,'no8i.s,  therefore,  will  depend  in  j,Meat  measure  on  tho 
possibility  of  preventinj^  the  reilescent  of  the  tumour.  Tho  |)eri- 
tonitis  vviiich  is  so  apt  to  be  set  up,  by  causing  odiiesions  to  fonii 
between  the  neighbouring  viscera  and  blocking  up  the  artificial 
opening,  sometimes  efl'ecta  a  radical  cure. 

Treatment. — This  will  vary  acconling  to  the  size,  situation,  and 
time  of  ajJpL'arance  of  the  tumour.  If  it  is  discovered  during  labour, 
the  first  duty  of  the  practitioner  will  be  to  return  it  to  the  abdomen 
as  speedily  as  possible,  and  to  prevent  its  return  by  engaging 
the  presenting  part  of  the  child  in  the  pelvis.  If  the  hernia  bo 
situated  posteriorly,  we  shall  generally  succeed  in  doing  this; 
but  if  it  is  placed  anteriorly,  the  hernia  is  apt  to  slip  back,  and 
it  will  then  be  necessary  to  keep  up  pressure  by  means  of  the 
finger  or  a  tampon  of  cotton  till  the  child  comes  to  act  directly 
upon  the  opening.  After  delivery,  the  patient  should  be  kept  in 
the  recumbent  posture  for  a  longer  period  than  usual,  and  the 
vagina  washed  twice  or  thrice  a  day  with  an  astringent  lotion,  in 
the  hope  that  the  enterocele  may  not  recur.  If  it  does,  a  pessary 
will  be  required ;  and  should  circumstances  seem  to  waiTant  it, 
the  ojMjration  »jf  colporrhaphy  may  be  performed.  In  cases  occur- 
ring in  the  non-])iegnant  state,  ti-eatment  consists  in  reduction, 
subduing  any  infiammatory  symptoms  that  may  occur,  the  appli- 
cation of  a  suitable  pessary,  or  colporrhaphy. 

The  Presulent  said  that  tho  Fellows  were  indebted  to  Dr  Young 
for  bringing  this  rare  condition  under  their  notice.  The  biblio- 
graphy given  in  the  paj^er  added  to  its  value,  and  showed  the 
varying  conditions  under  which  tiie  accident  might  occur. 

J}r  Hart  referred  to  Maugh's  paper  on  this  subject.  The  loose 
connexion  of  the  anterior  rectal  and  posterior  vaginal  wall  allowed 
the  occurrence  of  enterocele.  An  enterocele  through  the  anterior 
vaginal  wall  would  be  higher  up  than  one  through  the  posterior. 

Dr  Croom  drew  attention  to  the  varying  depth  of  the  pouch  of 
Douglas  in  different  cases. 

VII.  Dr  R.  Milne  Murray  read  a  paper  on  a 

DIFFICULT  FACE  CASE,  COMPLICATED  WITH  SHOULDER 
DYSTOCIA  FROM  AN  UNUSUAL  POSITION  OF  THE  ARMS. 

The  case,  an  account  of  which  I  desire  to  lay  before  the  Society 
to-night,  is  one  which  I  was  fortunate  to  be  able  to  watch  during 
the  greater  part  of  its  course,  and  it  is  one  which  was  complicated 
by  a  condition  which,  so  far  as  I  know,  has  not  been  described  by 
any  writer.  Its  rarity  is  thus,  I  trust,  a  sufficient  reason  why  it 
should  be  put  on  record. 
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Mrs  C  aged  36,  mother  of  eight  children,  went  into  labour  at 
noon,  16th  December  1881.  The  pains  continued  regularly  from 
that  time,  and  she  was  seen  by  one  of  the  students  at  the  Western 
Dispensary  at  8  p.m.,  at  which  time  the  os  was  fairly  well  dilated. 
At  11  P.M.  he  found  it  fully  dilated  and  the  membranes  prominent, 
but  he  was  unable  to  make  out  the  presentation.  He  remained 
with  the  patient  all  night,  and  though  the  pains  continued 
powerful  and  regular,  he  failed  to  recognise  any  progress,  and  at 
6.30  A.M.  he  sent  for  me. 

I  saw  the  patient  at  7  o'clock.  She  was  moving  about  the  floor 
during  the  intervals  of  the  pains,  which  were  severe  about  every 
five  minutes.  I  noticed  the  abdomen  to  be  unusually  prominent 
under  the  sternum.  Her  temperature  and  pulse  were  good.  She 
had  passed  urine  frequently  during  the  night.  She  states  that  she 
was  always  "  big  "  when  pregnant,  but  never  so  much  so  as  at  this 
time.  Her  previous  labours  had  been  tedious,  but  never  instru- 
mental, and  all  the  children  were  living. 

On  examination  I  found  the  abdominal  walls  excessively  tense, 
even  between  pains.  The  foetal  body  could  be  made  out  indis- 
tinctly lying  to  the  left  of  the  mesial  line,  and  the  abrupt  pro- 
minence of  the  abdominal  tumour  under  the  sternum,  to  which  it 
reached,  was  very  remarkable.  Firm  pressure  over  the  pubes 
enabled  me  to  feel  the  head  indistinctly.  It  had  not  engaged, 
and  could  be  moved  about  through  the  abdominal  wall.  Careful 
examination  failed  to  detect  the  position  of  the  small  parts  of  the 
foetus.     The  foetal  heart  was  indistinctly  heard  on  the  left  side. 

Per  Vaginam. — The  vagina,  moist  and  roomy,  was  two-thirds 
filled  with  a  tense,  projecting  bag  of  membranes.  Beyond  this  the 
fully-dilated  os  could  be  made  out,  and  by  carefully  passing  the 
finger  through  the  os  on  the  right  side  of  the  projecting  bag, 
the  tip  passed  straight  into  the  mouth  of  the  child.  The  other 
parts  of  the  face  could  be  made  out  with  perfect  ease.  The  fronto- 
mental  diameter  of  the  face  was  lying  directly  in  the  pelvic 
transverse,  and  the  chin,  which  was  directed  to  the  right  side,  was, 
as  usual,  somewhat  lower  than  the  forehead.  The  orbits  and  frontal 
eminences  could  be  made  out  with  comparatively  little  difiiculty, 
so  that  the  chin  descent  was  by  no  means  striking. 

During  the  intervals  the  face  seemed  to  rest  lightly  on  the  pelvic 
brim,  but  could  be  dislodged  upwards  with  the  greatest  ease.  Dur- 
ing the  pains  the  face  was  forced  downwards  upon  the  brim,  but 
did  not  seem  to  enter  it  at  any  part.  I  observed,  also,  that  even 
during  a  pain  there  was  a  distinct  space  between  the  sacrum  and 
the  left  side  of  the  face,  while  the  right  side  seemed  to  lie  hard  on 
the  pubis. 

At  this  stage  the  question  of  turning  presented  itself  for  con- 
sideration. The  operation,  so  far  as  I  could  judge,  could  have  been 
performed  with  ease.  The  head  was  freely  movable,  the  mem- 
branes  were   unruptured,    the    passages    were    fully   dilated   or 
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(lilatal)le,  and  the  position  of  the  foctul  limbs  was  easily  deter- 
ininahle  from  the  presentation  and  {)08ition  of  the  head.  Yet, 
c<)ii.siiiL>iiii<^'  that  the  great  majority  of  face  cases  occurring  in 
iimltipnnu  terminate  naturally,  though  tediously,  and  seeing  no 
ruuHoii  why  tluH  one  should  not  do  so,  I  did  not  feel  myself  justified 
in  iiitorferin<;  at  this  stage,  and  concludud  that  it  was  better  to 
allow  the  faoe  to  engage  in  the  usual  way,  and,  if  necessary,  to 
attempt  manual  rectitication  of  the  position  later  on. 

At  about  8.30 — that  is,  half  an  hour  after  I  first  saw  her — the 
membranes  ruptured,  and  a  very  large  quantity  of  liquor  amnii 
escaped.  Tills  was  immediately  followed  by  a  sudden  descent  and 
engagement  of  the  face  in  the  transverse.  So  far  as  I  could  make 
out,  this  diameter  corresponded  exactly  with  the  fronto-mental  of 
the  ftetus.  The  chin  was  distinctly  lower,  but  the  frontal  surface 
for  some  distance  beyond  the  orbits  could  be  felt.  The  right 
malar  .surface  was  also  more  advanced  than  the  other.  The  case  was 
thus  one  simply  of  face  presentation  at  the  brim  in  the  transverse, 
and  the  point  of  interest  now  lay  in  observing  whether  the  chin, 
under  the  influence  of  the  uterine  action,  would  turn  backwards  or 
forwards.  The  escape  of  the  waters  was  followed  by  an  imme<liate 
and  appreciable  diminution  of  the  alxlominal  tumour,  but  I  noticed 
that  tlie  remarkable  infra-sternal  projection  was  relatively  as  well 
marked  as  ever. 

I  now  set  myself  to  watch  the  progress  of  every  pain,  and  found 
that  during  each  pain  the  chin  performed  a  distinct  sliding  move- 
ment round  the  brim  in  the  direction  of  the  right  sacro-iliac  point 
During  the  first  few  pains  this  was  a  movement  of  very  limited 
extent ;  but  by-and-by  I  found  that  there  was  a  distinct  difference 
in  the  position  of  the  chin,  which  seemed  now  i)assing  out  of  the 
transverse  and  approaching  the  right  oblique.  While  I  was  ob- 
serving this  a  sudden  succession  of  violent  jmins  occurred,  and  in 
spite  of  all  my  ettbrts  to  the  contrary  the  chin  slid  round  to  the 
oblique,  and  ultimately  lay  impacted  against  the  right  sacro-iliac 
synchondrosis.  Here  it  seemed  to  become  fixed.  I  found  that 
the  frontal  surface  could  no  longer  be  felt,  but  the  orbits  could  still 
be  made  out.     The  depression  of  the  chin  was  thus  more  marked. 

The  case  had  now  become  a  "  first "  or  right  mento-posterior,  and 
this  had  occurred  within  fifteen  minutes  of  the  rupture  of  the 
membranes. 

Tiie  face  was  not,  however,  so  firmly  jammed  as  to  preclude  the 
possibility  of  turning  even  at  this  stage  ;  for  I  believe  I  could  have 
passed  my  hand  into  the  uterus  even  then.  At  the  same  time,  it 
would  have  been  vastly  more  difficult  than  when  I  saw  the  {)atient 
first,  anil  after  due  consideration,  having  failed  to  effect  rectifica- 
tion with  the  fingers,  I  resolved  to  apply  forceps  for  the  following 
objects :  — 

Is/,  To  endeavour  to  promote  flexion  by  seizing  the  occiput,  if 
possible. 
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2nd,  To  prevent  further  backward  rotation  of  the  chin,  and,  if 
possible,  to  correct  the  position  of  the  latter  by  attempting  forward 
rotation  of  the  presenting  part  by  their  means. 

For  the  purpose  of  seizing  the  occiput  I  resolved  to  apply  the 
blades  as  near  as  possible  in  the  left  oblique,  and  without  difficulty 
introduced  the  lower  blade  between  the  left  side  of  the  face  and 
the  posterior  pelvic  wall ;  but,  owing  to  the  impaction  of  the  right 
side  against  the  pubis,  I  had  some  difficulty  in  applying  the  upper 
blade  so  as  to  lock.  By  some  care  in  adjusting  the  lower  blade  I 
succeeded  in  catching  the  head  fairly  well  in  the  desired  diameter, 
and  also  well  back.  The  handles  were,  however,  wide  apart  when 
locked,  and  it  was  obvious  that  the  foetal  face  and  head  would  be 
under  much  risk  of  injury  from  compression  if  vigorous  traction 
were  made.  I  therefore  made  steady  traction  backward,  using  as 
little  compressing  force  on  the  handles  as  possible,  and  at  the  same 
time  attempted  careful  and  gentle  forward  rotation  of  the  chin. 

At  the  commencement  of  these  efforts  the  head  seemed  to  come 
down  slightly,  but  no  change  whatever  could  be  detected  in  the 
position  of  the  chin  with  reference  to  the  pelvic  diameters.  Further 
traction  was  made  in  the  same  manner,  but,  owing  to  the  limited 
amount  of  compression  that  I  felt  myself  justified  in  bringing  to 
bear,  the  forceps  slipped  both  backwards  towards  the  chin  and 
downwards  over  the  head.  This  resulted  in  such  an  amount  of 
separation  of  the  shanks  that  the  perineum  and  vagina  were 
stretched  to  such  an  extent  that  1  dreaded  their  laceration,  and  felt 
myself  compelled  to  desist  and  to  remove  the  forceps.  This  I  did, 
and  made  a  careful  examination,  when  I  found  the  face  apparently 
a  little  lower  down  than  before  the  application.  The  eyes  and  other 
features  were  still  quite  easily  felt,  and,  so  far  as  I  could  judge,  no 
change  whatever  in  the  direction  of  forward  rotation  had  occurred. 

I  deemed  any  further  interference  at  this  stage  inadvisable,  and 
resolved  to  give  the  case  a  chance  of  spontaneous  termination,  and 
left  the  patient,  with  instructions  to  examine  her  from  time  to  time 
and  note  any  change. 

I  returned  at  12  o'clock,  and  found  the  state  of  matters  exactly 
as  I  left  them,  the  pains  having  continued  regularly,  though  at 
longer  intervals  and  of  somewhat  less  power.  The  patient's 
strength  was  still  good,  and  she  had  taken  some  nourishment. 

At  2  P.M.  I  again  saw  her,  and  found  her  condition  unchanged. 

At  4.30,  having  summoned  two  more  pupils  from  the  Dispen- 
sary, I  placed  the  patient  completely  under  chloroform,  and  found, 
on  careful  examination  with  the  whole  hand  in  the  vagina,  the 
head  and  face  in  precisely  the  same  position  as  I  had  left  them. 
The  features  were  more  difficult  of  recognition,  since  an  extensive 
malar  succedaneum  had  developed  on  the  right  side  of  the  face, 
bulging  beyond  the  nose  and  mouth. 

As  labour  was  obviously  making  no  appreciable  progress,  and 
as  the  woman  was  beginning  to  show  some  signs  of  exhaustion,  I 
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resolved  again  to  attempt  delivery  or  modiKcation  by  the  forceps. 
This  time  I  had  provided  myself  with  a  set  of  Professor  A.  li. 
Simi)S()n'3  axis-traction  forceps,  and  1  proceeded  to  apply  them. 
I  tound  the  application  of  the  lower  blade  as  simple  as  Ixifore,  and 
1  had  the  same  didiculty  with  the  upi>er  bhule  from  the  impaction 
of  the  head  again.st  the  front  segment  of  the  pelvis ;  and  wlu'n  I 
attoinptcd  to  conjproniiso  matters  by  bringing  the  blade  a  little 
over  tiio  face,  I  found  tlie  greatest  tlilliculty  in  preventing  tlie  tip 
of  the  blade  from  slipping  into  the  mouth.  1  ultimately  succeedeil, 
and  the  blades  locked  perfectly.  Two  hitches,  however,  occurred 
at  this  stage.  In  the  first  place,  the  instrument  which  I  employed 
was  one  of  an  imperfect  pattern,  and  was  locked  by  means 
of  a  pin  which  pa.ssed  through  a  fixed  eye  in  the  handles. 
But,  on  account  of  the  broad,  oblique  grip  of  the  instrument,  no 
amount  of  pressure  that  I  could  bring  to  bear  on  the  handles  was 
sufficient  to  enable  me  to  introduce  the  pin.  The  attempts  were 
at  tlie  same  time,  of  course,  producing  a  corresponding  amount  of 
j>reasure  on  the  head  and  face  of  the  child,  and  it  soon  became 
obvious  that  tlie  force  necessary  to  enable  them  to  lock  must 
inllict  somewhat  serious  injury  on  the  child. 

1  tlien  attempted  to  H.X  the  up|)er  traction-rod  to  which  the  bar 
is  attached,  and  wliich  1  thought  I  could  easily  accomplish  after 
the  bhule  was  applied,  but  the  catch-hole  in  the  fenestrum  was  so 
high,  owing  to  the  peculiar  grip,  that  1  could  not  rejich  it,  and  1 
saw  tiiat  it  was  impossible  to  attach  it  without  first  withdrawing 
the  blade.  Remembering,  however,  the  great  difficulty  I  experienced 
in  intix)ducing  the  upper  blade  at  first,  I  resolved  to  attempt  de- 
livery with  the  instrument  used  as  ordinary  forceps ;  but  after 
making  the  utmost  justifiable  effort  I  saw  that  no  hoj)e  could  be 
entertained  of  success  by  this  means,  and  resolved  to  withdraw 
the  bhule  and  reintroduce  it  after  attaching  the  traction  rod.  This 
was  done,  and  after  the  same  difficulty  as  before  I  ultimately  suc- 
ceeded in  getting  the  blades  to  lock.  After  failing  to  secure  them 
sufficiently  by  means  of  tape  tied  round  the  handle,  I  was  com- 
pelled, much  against  my  will,  to  force  the  handles  together  suffi- 
ciently to  let  me  introduce  the  pin. 

I  then  employed  the  instrument  as  directed  by  Professor 
Simpson,  pulling  only  on  the  traction-bar,  and  was  surprised  and 
gratified  at  the  ease  with  which  the  head  began  to  advance.  The 
pains  were  still  frequent  enough,  and  every  time  I  pulled  during 
one  the  head  made  distinct  progress.  At  the  same  time  I  found 
the  chin  coming  round  from  the  oblique  to  the  transverse.  After 
about  fifteen  minutes  the  face  arrived  at  the  floor  of  the  pelvis, 
the  mento-frontal  diameter  making  its  exit  in  the  transverse  of  the 
outlet.  There  was  no  movement  corresponding  to  extension  or 
flexion  as  it  passed  out;  it  delivered  exactly  as  it  descended. 
When  the  face  was  passing  the  labia  they  were  much  stretched,  but 
there  was  little  tension  on  the  perineum,  and  delivery  took  place 
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without  any  laceration  of  it  whatever.  This  I  account  for  by  the 
fact  that  the  long  mento-frontal  diameter  stretched  the  labia, 
which  gave  sufficiently  not  to  tear,  while  the  perineum  was  only 
acted  on  by  the  shorter  bimalar  or  biparietal  diameters,  neither 
of  which  were  long  enough  to  inflict  any  injury. 

When  the  head  was  fairly  beyond  the  soft  parts  I  removed  the 
forceps,  marking  the  grip  on  the  face  ;  and  as  I  felt  that  the  chances 
of  saving  the  child  depended  to  a  great  measure  on  its  speedy 
delivery,  I  directed  one  of  the  students  to  apply  pressure  to  the 
uterus,  with  a  view  of  hastening  the  birth  of  the  shoulders.  His 
efforts  were,  however,  quite  futile,  no  progress  of  any  kind  result- 
ing. I  examined  carefully  for  the  cord  or  for  a  nuchal  arm,  but 
could  find  nothing  to  account  for  the  delay.  I  then  myself  applied 
abdominal  pressure,  but  was  equally  unsuccessful.  Ergotin  had 
been  already  administered,  and  the  dose  was  repeated ;  and  I  now- 
added  a  gentle  traction  on  the  head  to  the  vis  a  tergo,  and  after  an 
interval  of  a  few  minutes  was  surprised  to  find  the  face  of  the 
child,  which  had  remained  looking  towards  the  mother's  right  hip, 
rotate  slowly  round  towards  and  past  the  pubis  until  it  looked 
almost  completely  in  an  opposite  direction,  i.e.,  to  the  mother's  left 
hip.  The  shoulders  at  the  same  time  came  down,  and  the  hiacromial 
diameter  lay  in  the  conjugate  of  the  outlet ;  and  when  the  back  of 
the  child  appeared,  it  was  found  that  both  arms  were  lying  as 
nearly  as  possible  parallel  to  each  other,  and  close  together,  down 
the  back,  fully  extended.  I  allowed  it  to  remain  in  this  position 
for  some  few  seconds,  until  the  others  had  an  opportunity  of  seeing 
the  condition,  and  then  withdrew  the  body.  About  15  minutes 
elapsed  from  the  birth  of  the  head  until  the  birth  of  the  shoulders. 
The  foetus  gave  one  or  two  gasps  after  separation,  but  the  heart 
could  never  be  felt,  and  all  our  efforts  to  revive  it  proved  unavail- 
ing. The  third  stage  was  short  and  natural,  and  the  patient  made 
a  good  recovery. 

The  foetal  head  presented  all  the  marked  characters  of  a  typical 
face  case — flattened  vault,  prominent  right  cheek,  and  obliquely 
distorted  face.  The  child  weighed  10-5  lbs.  The  following  are  the 
measurements  of  the  head  : — Fronto-mental,  4|  in. ;  sub-occip.- 
breg.,  4  in. ;  bitemporal,  3^  in. ;  occip. -frontal,  4f  in. ;  occip.- 
mental,  5|  in. ;  biparietal,  4f  in.  These  diameters  are  all  from  -5 
to  "75  in.  above  normal. 

Before  concluding,  I  should  like  to  remark  on  one  or  two  points 
of  interest  in  this  case. 

Firstly,  as  to  the  causation.  Since  the  observations  on  the  case 
commenced  some  time  after  labour  had  set  in,  I  fear  it  is  impossible 
to  decide  the  question  as  to  whether  it  belonged  to  the  category 
of  primary  or  secondary  face  cases ;  and  tempting  as  may  be  the 
opportunity  of  theorizing  on  the  subject,  I  do  not  believe  that  it 
could  lead  to  any  satisfactory  result. 

If  it  is  a  primary  example,  the  explanation  is  probably  to  be 
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lcK)ke(l  for  in  the  position  of  the  arms.  It  seems  likely  that  the 
gi'eater  breadth  of  the  shoulders  in  the  attitude  described  than  in 
the  normal  one  would  very  materially  interfere  with  the  contact 
of  the  chin  and  body  of  the  fcetus  which  usually  exists  previously 
to  labour.  The  lower  segment  of  the  pyriform  uterus  would  less 
readily  permit  tlie  descent  of  the  shoulders,  placed  as  the  arms 
were  in  this  case,  than  if  they  had  been  flexed  on  the  chest  A 
consideration  of  the  difference  of  the  breadth  of  the  shoulders  in 
the  two  attitudes  would  render  this  quite  intelligible.  Such  a 
consideration  would  then  tend  to  place  this  in  the  primary  categorj'. 
On  the  other  hand,  however,  the  extreme  prominence  of  the  uterine 
tumour  under  the  sternum  may  have  been  a  result  of  this  mal- 
position also,  and  may  have  had  to  do  with  the  production  of  the 
accident  after  labour  set  in.  Assuming  the  original  position  t/t 
have  been  L.O.A.,  the  attitude  of  the  arms  would  have  tended  to 
pusii  the  shoulders  back  towards  the  spine  of  the  mother,  and  at 
the  same  time  caused  the  breech  to  tilt  outwards.  There  would 
then  have  arisen  a  form  of  uterine  obliquity  comparable  in  its 
effects  with  the  lateral  obliquity  which  Matthews  Duncan  has 
shown  may  have  to  do  frequently  with  the  production  of  face 
presentations,  differing  from  it  in  being  an tero- posterior  in  direc- 
tion. This  curvature  would  have  its  convex  aspect  in  front,  that 
against  which  the  occiput  would  lie,  while  its  concave  aspect  would 
be  in  relation  to  the  foetal  sinciput  behind.  Thus,  when  uterine 
action  set  in,  we  should  expect,  according  to  Duncan's  theory,  that 
the  part  lying  in  the  concavity,  i.e.,  the  sinciput,  would  descend 
more  rapidly  than  the  other,  and  the  face  presentation  described 
would  thus  arise. 

I  offer  both  these  suggestions  with  diffidence,  as  possibly  offering 
an  explanation  of  tKe  condition.  As  I  have  indicated,  the  absence 
of  any  observation  before  labour  set  in  renders  the  attempt  at 
settling  the  question  now  more  or  less  futile.  No  explanation 
seems  possible  from  any  peculiarity  in  the  shape  of  the  head, 
which,  though  somewhat  above  normal,  was  perfectly  projwrtioned. 

Secondly,  the  question  arises,  "  How  should  it  happen  that, 
in  a  multipara  with  a  previous  history  of  so  many  normal 
laboura,  the  face  should  have  become  impacted  ?  "  This  seems  to 
me  to  be  explicable  partly  from  the  size  of  the  head,  but  in 
much  greater  degree  as  a  result  of  the  breadth  of  the  shoulders 
interfering  with  the  occurrence  of  the  mechanism  proper  to  a  face 
presentation.  It  was  noticed  all  through  that  though  a  distinct 
difference  existed  between  the  level  of  chin  and  frontal  bone,  yet 
this  difference  was  never  so  great  as  to  be  very  striking,  and 
certainly  never  so  extensive  as  occura  in  an  ordinary  face  mechan- 
ism. There  can  be  no  doubt  that  the  difficulty  attending  the 
descent  of  the  shouldere  upon  the  occiput  would  account  for  this, 
and  probably  be  the  chief  factor  in  bringing  about  the  impaction. 

Thirdly,  as  to  the  position  of  the  arms.     I  am  not  aware  that  a 
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similar  disposition  of  the  arms  has  been  described.  The  nearest 
approach  to  it  is  the  well-known  condition  described  first  by  Sir 
James  Simpson,  in  which  the  right  arm  was  flexed  behind  and 
under  the  occiput. 

The  question  naturally  arises  as  to  whether  this  condition 
existed  before  labour  or  arose  during  it  ?  It  appears  to  me  that 
it  was  distinctly  a  pre-existing  condition,  and  that  it  most  likely 
arose  during  the  earlier  months  of  pregnancy.  At  that  time  the 
arms  had  probably  become  extended  during  some  of  the  move- 
ments of  the  foetus,  and,  remaining  in  that  position,  had  gradually 
become  compressed  more  and  more  firmly  by  the  diminishing 
relative  capacity  of  the  uterine  cavity.  In  these  circumstances 
they  might  readily  slip  on  to  the  back,  and,  once  there,  any  altera- 
tion of  their  position  would  be  almost  impossible. 

That  the  displacement  should  arise  during  labour  is  not  easy 
of  credence.  The  extreme  tension  of  the  uterine  walls  would 
render  the  transition  from  a  condition  of  extreme  pectoral  flexion 
to  an  extreme  state  of  dorsi-extension  almost  impossible. 

The  practical  bearings  of  the  condition  are  interesting  and 
important. 

1.  It  may  have  been  the  primary  cause  of  the  malpresentation, 
as  I  have  indicated.  2.  It  may  to  a  very  great  extent  have  caused 
the  sacrifice  of  the  life  of  the  child  ;  for  had  delivery  of  the  shoulders 
been  more  expeditiously  effected,  it  is  possible  that  its  life  might 
have  been  saved.  3.  But  it  is  chiefly  in  relation  to  the  question 
of  turning  that  its  importance  stands  out.  It  appears  to  me  that, 
had  turning  been  resorted  to  in  this  case,  there  would  almost 
certainly  have  been  very  serious  difficulty  with  the  arms.  It  is, 
of  course,  possible  that  the  hands  would  have  slipped  down  along- 
side the  buttocks,  but  it  seems  to  me  far  more  likely  that  they 
should  hitch.  More  than  probably  the  forearm  would  have  flexed 
on  the  elbow,  which  would  have  caught  at  the  brim  behind  the 
trunk  of  the  child,  and  traction  would  have  given  rise  to  a  back- 
ward movement  of  the  elbows,  resulting  in  a  much  more  firm  im- 
paction. Eectification  would  not  have  been  possible,  owing  to  the 
height  at  which  the  accident  would  have  occurred,  and  I  cannot 
conceive  that  anything  short  of  dislocation  of  both  shoulders  would 
have  rendered  delivery  possible. 

The  mechanism  of  the  shoulders  seems  to  have  been  very  dis- 
tinct and  worthy  of  note.  When  the  head  was  born,  the  bi- 
acromial  diameter  must  have  been  in  the  right  oblique  of  the  brim. 
On  combined  traction  and  compression  they  had  swept  round  into 
the  transverse,  and,  at  the  same  time  descending,  had  passed  down 
through  the  pelvis,  reaching  the  floor  and''' making  their  exit  in  the 
conjugate.  Such  mechanism  only  could  explain  the  very  ex- 
tensive movement  of  the  fcetal  head  outside  the  pelvis,  and  the 
close  analogy  to  head  mechanism  would  be  all  the  more  necessary 
on  account  of  the  much  increased  biacromial  diameter. 
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I  have  carefully  considered  the  question  as  to  whether  tlie  posi- 
tiun  of  the  arms  wuuld  in  any  way  act  on  the  muscles  of  the  neck 
so  as  to  give  rise  to  any  backward  traction  of  the  head,  but  am 
unublu  tu  see  how  this  could  arise. 

In  conclusion,  I  should  like  to  say  a  word  or  two  by  way  of 
explanation  of  the  treatment  adopted  at  the  various  stages  of  the 
case ;  and  thougli  I  have  no  wish  to  deprecate  criticism,  I  should 
like  to  stiite  here  the  reasons  which  I  had  for  conducting  the  case 
as  I  did. 

As  I  have  indicated,  the  question  of  turning  as  a  mode  of  treat- 
ment arose  at  an  early  stage ;  but  although  this  mode  of  delivery 
seemed  one  of  easy  accomplishment  at  this  stage,  and  although  the 
older  obstetricians  recommend  it  as  a  suitable  mode  of  dealing 
with  such  cases,  yet  the  fact  that  the  great  majority  of  face  cases 
terminate  witliout  interference  renders  such  a  step  at  this  stage,  as  a 
rule,  uncalled  for,  and  I  certainly  did  not  feel  justified  in  attempting 
the  operation.  As  the  sequel  showed,  any  attempts  at  turning  would 
have  most  likely  resulted  in  a  very  grave  difficulty  with  the 
arms — so  much  so  that  delivery  would  hardly  have  been  possible 
without  mutilation  of  the  child.  Besides,  the  extreme  mobility 
of  the  face  at  this  stage  rendered  the  hope  not  at  all  a  slight  one 
that  the  facial  position  would  correct  itself  at  or  before  engaging. 
Dr  Croom  lias  shown  that  a  well-observed  primary  face  case  may 
terminate  by  presenting  and  being  delivered  as  an  ordinary  vertex, 
and  there  seemed  quite  as  much  reason  to  look  for  such  a  termina- 
tion in  this  case  as  in  the  one  which  he  records. 

Of  course,  the  rupture  of  the  membranes  and  the  impaction  of 
the  facial  diameter  soon  dispelled  this  hope ;  but  yet  there  seemed 
no  grounds  for  interfering  until  it  became  clear  that  the  chin  was 
rapidly  rotating  backwards,  and  when  digital  efforts  at  prevention 
had  failed.  Then  I  felt  that  interference  was  called  for ;  and  I 
applied  the  forceps,  not  with  the  view  of  producing  immediate 
delivery,  but  for  the  purpose  of  depressing  tlie  occiput  and  rotat- 
ing the  chin,  and  so  hastening  and  assisting  the  natural  efforts. 
1  accordingly  caught  the  head  by  the  occiput,  and  applied  only  as 
much  force  in  compression  and  traction  as  seemed  justifiable. 

While  the  use  of  the  forceps  at  this  stage  did  not  seem  to  have 
the  desired  effects  of  checking  backward  rotation  or  of  depressing 
the  occiput  to  any  marked  extent,  I  think  that  a  certain  amount 
of  advantage  was  offered  to  the  natural  efforts  by  promoting,  as  it 
did  to  some  extent,  the  descent  into  the  pelvis.  Further,  the  abso- 
lutely stationary  condition  of  affairs  from  this  time  for  seven  hours 
indicated  that  further  interference  was  necessary,  and  that  the  na- 
tural efforts  were  not  adequate  to  the  task  of  emptying  the  uterus. 

It  also  seems  to  me  that  the  remarkable  ease  with  which 
delivery  was  effected  by  means  of  the  instruments  used,  after  the 
ordinary  form  had  failed,  says  much  for  the  efficiency  of  the  former. 
It  was  most  unfortunate   that  the  only   instrument   which  was 
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available  was  of  an  imperfect  pattern,  for  there  can  be  no  doubt 
that  the  amount  of  pressure  necessary  to  lock  the  blades  was  cal- 
culated to  do  much  harm  to  the  face  and  head.  The  perfect  instru- 
ment is  provided  with  an  adjustable  screw  catch,  by  means  of  which 
any  amount  of  graduated  pressure  can  be  applied. 

It  would  appear  that  while  the  ordinary  instrument  is  quite 
sufficient  to  meet  the  requirements  of  some  high  and  of  most  low 
operations,  the  axis-traction  instrument,  for  such  cases  as  the  one 
under  consideration,  as  well  as  for  others  at  or  about  the  brim, 
when  direction  of  traction  is  of  as  much  importance  as  amount  of 
force  applied,  is  an  addition  to  the  obstetrician's  armamentarium 
of  no  small  value.  While  avowedly  a  modification  of  Tarnier's 
instrument,  its  greater  lightness,  neatness,  and  adaptability  to  the 
left  side  position  render  it  in  every  way  a  more  convenient  instru- 
ment than  its  French  prototype. 

The  discussion  was  held  over  to  next  meeting. 

The  following  gentlemen  were  elected  Fellows  of  the  Society : — 
H.  A.  Peddie,  M.B.,  CM. ;  James  Simpson,  L.E.C.P.  &  S.E.,  Leith  ; 
H.  L.  Calder,  M.B.,  CM. ;  Surgeon-Major  Wm.  Johnston,  M.D.,  Ben- 
gal Army;  Dr  Maslovsky,  St  Petersburg,  as  Corresponding  Fellow. 


Meeting  V. — January  25,  1882. 
Professor  Alex.  Kussell  Simpson,  President,  in  the  Chair. 

I.  Adjourned  Discussion  on  Dr  Milne  Murray's  Paper. 

The  President  reminded  the  Fellows  that  they  had  agreed  to 
take  up  the  discussion  on  the  important  paper  read  by  Dr  Milne 
Murray  at  their  last  meeting.  He  remarked  on  the  habit  or 
attitude  of  the  child.  The  head  was  not  only  extended,  but  the 
arms  were  thrown  backwards.  This  made  it  probable  that  it  was 
a  primitive  condition.  It  had  been  thought  desirable  to  collect 
the  experience  of  the  Fellows  on  arrested  face  cases,  the  treatment 
adopted,  and  the  result  to  mother  and  child.  These  would  be 
published  in  a  tabular  form.  He  could  only  speak  of  two  cases,  of 
which  the  particulars  would  be  given  by  other  Fellows.  Such 
cases  raised  the  question  whether  we  should  not  always  turn,  and 
not  use  forceps.  Turning  was  preferable,  because  the  pelvis  was 
frequently  rickety  and  the  forceps  took  a  bad  hold,  gripping  the 
neck  low  down  and  sometimes  producing  asphyxia  through  com- 
pression of  the  phrenic  nerves.  They  were  bad  cases  for  turning, 
however,  as  the  presenting  face  did  not  occlude  the  cervix  perfectly, 
and  allowed  of  ready  escape  of  liquor  amnii,  so  that  the  uterus 
closed  early  and  firmly  around  the  child,  and  it  might  then  become 
necessary  to  apply  forceps  to  give  the  child  a  chance  before 
proceeding  to  break  up  the  head. 
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Dr  Crooni  said  that  the  Society  must  congratulate  Dr  Murray 
on  reporting  a  hitherto  unrecorded  form  of  dystocia.  It  was  a 
]>riinitivo  fuco  case,  but  he  did  nut  think  that  the  arms  were  in 
thu  backward  position  during  the  whole  course  of  the  pr^^nancy, 
and  this  because  the  arms  returned  U)  their  normal  position  after 
the  child  was  born,  and  because  the  way  in  which  the  child  pre- 
sented made  such  a  displacement  extremely  probable.  It  was 
possible  to  promote  flexion  in  a  face  case  without  passing  the  hand 
into  the  vagina.  Having  ascertained  the  position  of  the  chin  by 
abdominal  palpation,  the  chest  was  pressed  back  while  the  occiput 
was  tilted  forwards.  All  the  face  cases  which  he  had  were  difficult 
ones,  and  he  had  always  to  interfere.     (See  Table.) 

Dr  Peter  Young  had  had  no  difficult  face  cases  in  his  own 
practice.  From  the  literature  of  the  subject  it  was  evident  that 
the  use  of  forceps  when  the  face  was  at  the  brim  of  the  pelvis, 
was  geneniUy  followed  by  bad  results.  Scanzoni  had  applied 
them  in  five  out  of  eleven  cases,  with  the  result  that  four  of 
the  children  were  born  dead,  the  remaining  child  dying  on  the 
si.xth  day,  and  two  of  the  mothers  died  ;  in  six  cases  he  had 
turned,  with  the  result  that  two  of  the  children  and  none  of 
the  mothers  died.  The  best  practice  was  to  wait  a  little  and 
either  rectify  the  position  by  external  manipulation,  as  Schatz 
recommends,  or  by  combined  manipulation  through  pushing  up 
the  forehead.  If  these  means  failed,  then  turn  the  child.  The 
forceps  were  not  to  be  used  except  when  the  low  position  of  the 
head  made  either  of  these  methods  impossible. 

Ih  D.  Berry  Hart  had  listened  with  great  pleasure  to  Dr  Milne 
Murray's  admirably  recorded  case.  In  response  to  the  note  in 
the  billet  asking  from  the  Fellows  a  short  record  of  their  arrested 
face  cases  he  had  received  notes  of  twenty  cases,  the  details  of 
which  would  be  seen  in  the  subjoined  table.  Some  of  the  points 
brought  out  were  interesting.  Thus  in  thirteen  of  the  cases 
the  arrest  was  at  the  brim,  in  three  the  pelvis  was  deformed, 
the  deformity  being  that  of  the  rickety  pelvis  in  two  at  least. 
The  forceps  had  been  applied  in  nine  cases,  with  the  result  of 
one  maternal  death  and  six  fcetal.  Turning  had  been  had 
recourse  to  in  six  cases,  with  no  maternal  or  fcetal  death.  Forceps 
had  failed  in  four  cases,  and  had  to  be  foUowed  by  turning  or 
craniotomy.  It  was  noteworthy  that  in  two  cases  turning  had 
succeeded  where  forceps  had  failed.  It  thus  appeared  that  much 
better  results  were  got  by  turning  than  by  forceps  when  the  head 
was  at  the  brim.  One  successful  case  of  manual  replacement  was 
recorded.  Schatz's  method  of  changing  face  cases  into  occipital 
ones  by  external  manipulation  was  well  worthy  of  a  trial.  If 
the  displacement  of  the  arms  in  Dr  Murray's  case  was  primary,  it 
would  probably  have  interfered  with  Schatz's  method.  It  was 
quite  evident  that  when  the  face  was  arrested  at  the  brim  and 
mento-posterior,  turning  should  give  better  results  than  forceps. 
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Of  course,  when  the  head  wus  fixed  at  the  brim  or  in  the  cvritj, 
forceps  wore  requisite. 

Dr  Millie  Murray  thanked  the  Fellows  for  the  reception  which 
Iiis  paper  had  met.  In  future  cases  he  would  always  turn, 
lie  Iiad  found  the  axis-traction  forceps  of  special  service  in  this 
case. 

II.  Dr  William  Tumer,Ciyi\  Hospital,  Gibraltar,  read  a  paper  on  a 

CASE   ILLUSTRATING   THE   IMPORTANCE  OF   ACCURATE 
PELVIMETRY,  WITH  DESCRIPTION  OF  A  NEW  METHOD. 

Tub  history  of  the  following  case  is  intended,  first,  to  illustrate  the 
importance  in  obstetric  practice  of  obtaining  an  accurate  internal 
measurement  of  the  capacity  of  the  pelvic  brim  in  the  higher 
degrees  of  its  deformity ;  secondly,  to  direct  attention  to  the  im- 
perfect nature  of  the  means  of  making  such  measurement  at  present 
employed  by  obstetricians  ;  and  thiitily,  to  afford  an  opportunity 
of  bringing  under  your  notice  a  method  of  measuring  the  true  con- 
jugate diameter  of  the  pelvis  directly,  a  method  which  suggested 
itself  to  me  in  contemplating  the  issue  of  the  case  to  be  detailed,  and 
which  I  venture  to  think  will  prove  a  useful  accessory  to  the  other 
methods  at  present  employed  for  such  purpose.  Some  other  points 
in  the  case,  of  minor  interest,  will  also  be  noticed  «n  passant. 

Mrs  D.,  aged  23  years,  in  her  second  pregnancy,  was  admitted 
to  the  Maternity  Hospital,  Glasgow,  on  12th  May  1881.  The 
patient  stated,  on  admission,  that  she  had  been  taken  in  labour 
about  six  hours  previously,  and  that  the  waters  had  escaped  during 
one  of  her  earliest  pains.  It  was  ascertained,  with  regard  to  her 
former  labour,  that,  it  had  lasted  for  three  days,  and  had  been 
completed  with  the  greatest  difficulty  by  natural  efforts.  The 
vertex  had  presented,  and  an  eighth  month  child  had  been  bom 
dead. 

From  the  patient's  appearance  on  examination,  as  well  as  from 
her  own  statements,  it  was  evident  that  in  her  early  life  she  had 
been  the  subject  of  well-marked  rickets,  as  well  as  of  a  strumous 
diathesis.  She  could  not  walk  till  she  was  eight  years  of  age  ;  and 
having  been  much  in  the  habit  of  crawling  on  her  hands  and 
knees,  she  had  her  right  arm  bent  near  the  wrist  The  patient 
was  a  slender  woman,  5  feet  3  inches  in  height,  was  pigeon- 
breasted,  and  had  pinched  features,  the  bi malar  diameter  of  the 
face  measuring  barely  4  inches.  The  external  conjugate  diameter 
of  the  pelvis  measured  6}  inches ;  the  distance  between  the  anterior 
superior  spines  of  the  ilia  was  1 1  inches ;  between  the  iliac  crests 
also  11  inches. 

On  examination  of  the  abdomen,  the  uterine  tumour  was  seen 
to  be  symmetrically  placed  and  unusually  elongated.  The  foetal 
head  was  readily  defined,  situated  over  the  inlet  to  the  pelvis,  over- 
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hanging  to  a  slight  extent  the  edge  of  the  pubis  in  front.  On 
making  vaginal  examination,  the  ease  with  which  the  finger  could 
reach  and  define  the  bodies  of  the  sacral  vertebrae  was  the  first 
thing  to  be  remarked.  The  presenting  part  was  reached  with 
difficulty  through  a  flaccid,  fairly  dilated  os  uteri.  The  head  was 
felt  to  be  freely  movable  above  the  pelvic  brim,  the  sagittal  suture 
lying  directly  in  the  transverse  diameter  of  the  pelvis.  The  greater 
fontanelle  constituted  the  most  accessible  part  of  the  head. 

From  the  serious  nature  of  her  general  symptoms,  the  patient 
being  in  great  suffering,  and  the  progress  of  the  head  being  evi- 
dently arrested,  a  consultation  of  the  hospital  staff  was  held  with- 
out delay,  at  which  five  of  its  members  were  able  to  be  present. 
The  patient  was  put  under  chloroform,  and  each  of  those  members 
present  made  a  careful  estimate,  by  examination,  of  the  internal 
conjugate  diameter  of  the  pelvis.  The  general  opinion  was  that 
we  had  to  deal  with  a  true  conjugate  of  3|  inches,  and  that,  con- 
sidering there  was  a  good  amount  of  space  at  either  side,  it  being 
clearly  a  pelvis  of  the  flat  variety,  and  keeping  in  view,  also,  the 
history  of  tlie  previous  labour,  version  offered  a  fair  prospect  of 
saving  the  child.  This  operation  was  accordingly  set  about,  and 
there  being  plenty  of  assistance  at  hand,  nothing  was  wanting 
in  the  arrangements  to  insure  the  success  of  our  undertaking. 

The  patient  was  placed  in  the  lithotomy  position,  and  her 
bladder  was  emptied  by  catheter.  Version  was  performed  with 
ease,  and  all  went  smoothly  until  the  head  came  to  engage  in  the 
pelvis,  which  it  did  in  a  transverse  position.  For  about  eight 
minutes,  with  brief  intervals,  powerful  traction  on  the  child's 
body,  associated  with  vigorous  abdominal  propulsion,  was  persisted 
in  without  apparently  gaining  any  ground.  When,  at  length,  in 
effecting  the  pendulum  movement,  the  operator  carried  the  body  of 
the  child  much  further  forward  on  the  pubis  than  previously,  the 
head  speedily  and  suddenly  slid  through  the  brim  and  was  born. 

The  child  showed  very  faint  signs  of  vitality  after  it  was  born, 
and  respiration  was  never  fully  established.  The  size  of  its  head 
was  considerably  above  the  average,  as  was  shown  by  measurements 
made  at  the  time.  A  plaster-cast  of  it,  taken  some  hours  after 
birth,  and  which  I  beg  to  submit  for  your  inspection,  gives  a  fair 
idea  of  the  nature,  though  not  of  the  degree,  of  distortion  to  which 
the  head  had  been  subjected  in  the  process  of  its  delivery.  The 
vault  of  the  cranium  as  a  whole  was  elongated,  flattened,  and  thrust 
to  the  left  side,  the  side  which  lay  anteriorly  in  the  pelvis.  The 
right  parietal  bone  was  driven  inwards  and  bevelled  off  towards  its 
summit,  but  was  not  indented,  an  impression  being  conveyed  that 
the  anterior  parietal  must  have  taken  the  lead  of  the  posterior  to 
a  considerable  degree  during  the  descent.  The  portion  of  the  scalp 
covering  the  posterior  parietal  bone  was  much  congested,  but 
there  was  no  abrasion  on  any  part  of  it,  nor  fracture  of  the 
cranial  bones. 
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With  the  view  of  ascertaining  what  lesions,  if  any,  had  ooenrred 
in  the  neck  or  head  of  the  child  from  the  necessarily  harsh  treat- 
ment to  which  it  had  beeti  subjected,  a  careful  dissection  of  these 
parts  was  made  for  me  by  the  lato  I  )r  David  Foulis,  then  pathologiBt 
to  the  hospital.  No  injury  to  the  soft  parts  of  the  neck  was  dis- 
covered, but  extravasated  blood  was  found  forming  a  thin  layer 
outside  the  theca  spinalis,  extending  from  the  medulla  oblongata 
downwards  for  about  an  inch.  The  ligaments  and  vertebiw  ap- 
peared to  be  uninjured.  There  was  no  effu.sed  blood  to  be  seen 
inside  the  theca  spinalis,  nor  was  there  any  laceration  of  the  spinal 
cord.  The  brain  and  medulla  showed  no  traces  of  injury  to  the 
naked  eye.  Small  punctiform  extravasations  of  blood  were  seen 
on  the  left  side  of  the  under  surface  of  the  pons  varolii. 

The  subsequent  history  of  the  mother  was  very  briefly  as 
follows  : — Twelve  hours  after  the  ojieration  she  complained  of 
slight  tenderness  over  the  uterus  ;  six  hours  later  she  was  crying 
out  from  severe  abdominal  pain.  The  integument  covering  the 
lower  fourth  of  the  abdomen  had  assumed  a  smoky  brown,  con- 
gested appearance,  which  was  marked  off  by  an  ill-defined  line  from 
the  paler  skin  above.  The  pain  was  readily  allayed  by  treatment ; 
and  until  the  evening  of  the  seventh  day  the  patient's  symptoms 
were  such  that  her  ultimate  recovery  appeared  highly  probable. 
Severe  vomiting,  however,  accompanied  by  delirium  and  intense 
abdominal  pain,  then  set  in  quite  unexpectedly,  and  it  was  evident 
that  a  fresh  attack  of  peritonitis  had  supervened.  The  brown, 
congested  appearance  of  the  skin  of  the  abdomen  was  found  to 
have  extended  to  the  level  of  the  umbilicus,  and  the  whole  ab- 
domen was  considerably  distended-  In  spite  of  our  best  efforts  to 
rally  her,  death  took  place  on  the  following  (the  eighth)  day,  pre- 
ceded by  two  severe. convulsive  attacks. 

The  following  are  the  points  of  more  immediate  interest  that 
were  brought  to  light  at  the  post-mortem  examination : — The 
peritoneum  was  everywhere  covered  by  a  thin  layer  of  soft,  recent, 
yellow  lymph,  which  matted  together  coils  of  intestine.  This  layer 
of  lymph  was  found  everywhere  throughout  the  peritoneal  cavity, 
even  on  the  surface  of  the  liver  and  spleen.  The  uterus  extended 
half-way  to  the  umbilicus.  A  considerable  amount  of  soft,  puru- 
lent lymph  was  found  lying  around  the  cervix  within  the  peri- 
toneum. The  appearance  presented  by  the  lining  of  the  body  of 
the  uterus  bore  a  marked  contrast  to  that  of  the  lining  of  the  cervix. 
The  former  was  smooth  and  white,  with  a  coating  of  grumous  red 
fluid ;  the  latter  had  a  dark  purple,  congested  appearance.  The 
anterior  part  of  the  cervix  was  torn  vertically  in  two  places.  The 
fissure  on  the  right  extended  to  within  a  quarter  of  an  inch  of  the 
OS  internnm,  and  exposed  the  pericervical  connective  tissue  a.«*  a 
gray,  sloughing,  and  granulating  surface.  The  fissure  on  the  left 
extended  half-way  up  the  cervix,  and  did  not  divide  the  tissues  so 
deeply.     The   edges  of  these   fissures   were  rounded  and  partly 
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healed  over.  There  was  nowhere  to  be  seen  any  pus  in  the  walls 
of  the  uterus  nor  in  the  connective  tissue  around  the  pelvic  base- 
ment. The  urinary  bladder  was  contracted,  and  its  lining  mem- 
brane was  in  places  very  slightly  injected.  There  was  no  conges- 
tion of  the  mucous  membrane  of  the  rectum,  nor  any  injury  to  its 
walls  or  the  tissues  surrounding  it.  The  internal  measurements 
of  the  pelvic  brim  were  found  to  be — true  conjugate,  2^  inches ; 
transverse,  5|  inches. 

Such  being  the  facts  of  the  case,  I  think  there  can  be  no  dispute 
that,  with  the  data  before  us  at  the  consultation,  the  operation 
chosen  and  performed  was  the  one  likely  to  yield  the  best  results. 
There  was  certain  information  that  the  deformity  of  the  pelvis 
was  of  the  flat  variety,  and,  moreover,  careful  measurements,  both 
external  and  internal,  repeatedly  made,  all  pointed  to  the  conclu- 
sion that  the  space  available  did  not  preclude  the  hope  of  saving 
the  child  without  increasing  the  risk  to,  the  mother  beyond  that 
inherent  in  any  alternative  operation.  Had  the  exact  measure- 
ment of  the  true  conjugate  diameter  been  known,  any  idea  of 
attempting  to  save  the  child's  life  would  have  been  abandoned  as 
useless,  unless  abdominal  section  had  been  meditated,  and  in  all 
probability  the  operation  of  craniotomy  would  have  been  the  one 
chosen.  But  our  estimate  of  the  conjugate,  upon  which  the  success 
of  the  case  entirely  depended,  differed  from  the  actual  conjugate 
diameter  by  three-quarters  of  an  inch. 

The  magnitude  of  such  a  mistake,  especially  in  relation  to  this 
particular  measurement,  will  be  appreciated  by  any  experienced 
accoucheur.  It  may  be  very  naturally  asked.  How  could  such  a 
flagrant  error  have  been  committed  by  so  many  independent 
observers  ?  Most  obstetricians,  I  think,  are  willing  to  rely  upon 
information  obtained  from  the  use  of  the  index  linger  as  an  internal 
pelvimeter,  at  least  as  much  as,  or  more  so  than  on  that  gained  by 
any  mechanical  contrivance  hitherto  devised.  By  its  means  the 
diagonal  or  lower  conjugate  diameter  is  determined,  i.e.,  the  distance 
from  the  sacral  promontory  to  the  inferior  border  of  the  symphysis 
pubis ;  and  from  that  diameter  the  true  conjugate  is  inferred  by 
subtracting  three-quarters  of  an  inch,  half  an  inch,  quarter  of  an 
inch — in  short,  it  is  left  to  the  discretion  of  the  individual  to  sub- 
tract whatever  he  chooses.  It  is  at  all  events  patent  that  the  sub- 
ject stands  in  need  of  revisal,  and  any  effort  to  supplement  or 
correct  the  data  on  which  our  choice  of  operation  depends  cannot 
but  be  worth  making.  Its  immediate  importance  could  hardly 
be  better  indicated  than  by  reference  to  a  case  such  as  that 
narrated. 

From  examination  of  a  number  of  prepared  pelves,  both  normal 
and  deformed,  I  have  been  able  to  satisfy  myself  tliat  the  relation- 
ship subsisting  between  the  diagonal  and  true  conjugate  diameters 
is  very  far  from  uniform  in  different  pelves.  Even  in  different 
specimens  belonging  to  the  same  variety  of  pelvis — e.g.,  of  flat 
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pelvis — I  have  found  in  one  specimen  a  difference  of  }  of  an  inch, 
wltilo  in  another  Hpeciinen  the  lii},'hcr  and  lower  diametcrH  wero 
as  nearly  as  jxjssiblo  of  equal  length.  This  want  of  uniformity 
arises  either  from  the  fact  that  the  sacral  wedge  inserted  between 
the  twu  iliac  bunes  has  been  driven  further  home  in  one  case  than 
in  another,  when  the  bones  were  in  a  pliable  condition,  so  that 
the  sacrum,  and  consequently  the  sacral  promontory,  has  come  to 
occupy  a  lower  plane  than  usual  with  relation  to  the  rest  of  the 
pelvis ;  or  it  is  due  to  the  circumstance  that  the  symphysis  has, 
under  the  same  morbid  condition,  been  so  twisted  upon  itaelf  that 
its  normal  inclination  has  b  come  greatly  altered.  Moreover,  the 
combined  influence  of  these  two  factors  may  have  been  operative 
on  the  same  case. 

All  this  points  to  the  advisability  of  our  possessing,  if  possible, 
some  means  of  measuring  the  conjugate  directli/,  rather  than 
leaving  it  a  matter  of  inference.  It  occurred  to  me  to  employ  the 
following  metliod,  which,  after  extended  trial,  I  have  found  to  be  of 
good  service,  both  from  its  own  results  and  also  as  supplying  a 
means  of  checking  the  results  obtained  by  the  other  methods.  Its 
applicability  depends  upon  the  fact  that  the  superior  border  of  the 
symphysis  pubis  is  a  line  which,  except  in  cases  where  there  is 
excessive  obesity  of  the  abdomen,  can  be  defined  with  tolerable 
exactness. 

One  arm  of  the  ordinary  Baudelocque  callipers  is  fitted  at  its  joint 
with  a  small  S-shaped  wire  hook,  to  which  the  ring  of  a  measuring- 
tape  may  be  attached.  Chloroform  having  been  administered  to 
the  patient,  the  probe  point  of  the  instrument  is  dipped  in  oil, 
carried  by  an  assistant  into  the  vagina,  after  the  manner  of  using 
the  uterine  sound,  and  made  to  impinge  on  the  promontory  of  the 
sacrum.  It  is  better  that  the  whole  hand  be  introduced  into  the 
vagina,  so  as  to  maintain  the  point  of  the  instrument  accurately  in 
this  position.  The  operator  himself  then  attaches  the  measuring- 
tape  to  the  hook  on  the  joint,  and  measures  ofi'  the  distance  to  the 
upper  margin  of  the  symphysis,  taking  care  that  the  instrument  is 
so  inclined  that  the  tape  runs  parallel  with  its  straight  shank. 
This  measurement  having  been  accurately  noted,  the  instrument 
is  withdrawn  from  the  vagina.  The  distance  to  the  probe  point 
of  the  instrument  is  next  measured  off  and  also  accurately  noted. 
The  difference  between  these  two  measurements  is  the  true  con- 
jugate diameter  of  the  pelvic  brim. 

This  method  of  pelvimetry,  which  is  a  combination  of  the  ex- 
ternal and  internal  methods,  I  believe  to  furnish  as  accurate  results 
as  any  that  I  have  employed  or  with  which  I  am  acquainted.  I 
have  had  but  one  opportunity  of  verifying  its  accuracy  post-mortem, 
but  I  have  learned  to  attach  some  imjwrtance  to  the  evidence  it 
has  yielded  me  in  a  considerable  number  of  cases  where  grave 
deformity  existed.  I  have  to  add  that  some  little  dexterity  and 
experience  in  its  use  are  essential  to  a  reliable  result. 


76 


IMPOETANCE   OF  ACCUKATE   PELVIMETRY. 


The  accompanying  diagram  represents  the  mode  of  application 
of  the  pelvimeter  described. 


Dr  Hart  thought  that  the  method  of  pelvimetry  was  a  very 
ingenious  one,  but  it  would  be  difficult  of  practical  application. 
It  was  difficult  to  say  whether  the  point  of  the  callipers  was  on 
the  promontory,  and  in  many  cases  the  posterior  vaginal  wall 
would  not  allow  the  callipers  to  be  carried  sufficiently  back  to 
bring  the  handle  into  the  line  of  the  conjugate. 

Dr  Groom  thought  that  an  allowance  must  be  made  for  the  soft 
parts  covering  the  symphysis. 

Br  Spence  suggested  that  the  arm  of  the  callipers  might  be  passed 
per  rectum. 

The  President  said  that  the  Society  was  indebted  to  Dr  Turner 
for  his  communication.  The  suggestion  was  an  ingenious  one, 
but  he  was  afraid  that  the  method  would  be  difficult  to  carry  out 
practically. 

III.  A  paper  by  Dr  W.  John  Kennedy,  Ilminster,  formerly  of 
Dalkeith,  was  then  read,  on  a 
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CASE  OF  PREGNANCY  IN  A  WOMAN  AT  THE  AGE  OP 
SIXTY-TWO. 

Cases  of  pregnancy  occurring  in  women  who  have  passed  the  half 
century,  and  more  especially  in  one  who  htm  borne  over  a  score  of 
children,  are  undoubtedly  of  extreme  rarity.  Though  their  interest 
probably  coucems  the  medical  jurist  more  than  the  obstetrician, 
still  I  trust  tliat  no  apology  will  be  required  for  now  laying  before 
the  Society  a  brief  notice  of  a  case  which  came  under  my  personal 
observation,  believing  that  it  will  be  of  interest  to  the  Fellows 
generally,  and  may  also  be  the  means  of  leading  to  a  little  healthy 
(liscussion.  It  will,  at  the  same  time,  serve  the  purpose  of  placing 
the  case  on  record. 

Early  on  the  mornuig  of  29th  November  1880  I  was  summoned 
to  attend  Mrs  M.,  residing  in  Back  Street,  Dalkeith.  Patient  was 
sixty-two  years  of  age,  her  catamenia  had  generally  been  r^ular  (the 
last  occurring  in  the  middle  of  February),  and  she  was  in  her  twenty- 
third  pregnancy.  On  arrival,  I  found  labour  going  on  naturally, 
OS  well  dilated,  pains  strong  and  regular,  and  the  head  presenting. 
Having  waited  a  short  time,  and  finding  that  the  expidsive  powers 
showed  no  signs  of  rupturing  the  membranes,  I  punctured  them, 
after  which  four  or  tive  pains  sufficed  to  expel  the  child-  Tlie 
uterus  contracted  well,  tlie  hajmorrhage  was  normal  in  amount, 
and  the  placenta  was  removed  within  live  minutes  after  the  birth 
of  the  child.  There  was  nothing  particular  to  remark  about  it, 
except  the  unusual  thickness  and  toughness  of  the  membranes. 
The  child  was  a  well-developed,  healthy  male,  and  ratlier  above 
the  average  size. 

Remarks. — So  far  as  the  actual  labour  is  concerned,  there  is 
notliing  calling  for  observation,  the  patient  having  had  a  quick 
and  comparatively  easy  confinement  The  interest  of  the  case  lies 
in  the  woman's  advanced  age,  the  long  continuance  of  menstrua- 
tion, and  the  large  number  of  children  she  had  borne.  To  the 
medical  jurist  the  case  has  further  an  important  bearing  on  the 
question  of  legitimacy,  as  tending  in  some  measure  to  detenuine 
the  age  at  which  a  woman  may  bear  a  cliild,  though,  of  course,  it 
by  no  means  proves  that  conception  may  not  take  place  at  even 
more  advanced  periotls  of  life. 

Mrs  M.  {nie  Jessie  Boyd)  was  bom  at  Selkirk  in  October  1818, 
or,  as  she  says  with  evident  pride,  just  three  years  after  the  battle 
of  Waterloo.  Her  father  was  a  major  in  tlie  army,  and  she  had 
been  with  liim  in  America  and  India,  and  came  home  from  the 
latter  country  at  the  age  of  seventeen.  She  was  married  in  1838,  and 
her  first  child  was  bom  in  the  same  year.  Her  husband  was  killed 
by  an  accident  soon  after  the  birth  of  the  child.  She  married  again 
about  two  years  afterwards,  and  by  her  second  husband  had  nt>»« 
children  (once  twins)  and  two  miscarriages.  After  the  death  of 
her  second  husband  she  again  married,  and  by  this  third  husband 
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had  eleven  children  at  term,  the  last  being  born,  as  above  stated,  on 
29th  November  1880.  The  child  preceding  this  one  was  born  at 
Arbroath  in  1874,  and  between  the  two  she  had  a  miscarriage  in 
November  1878.  During  all  this  time  she  had,  as  a  rule,  men- 
struated regularly  when  not  carrying  a  child. 

Naturally,  the  first  question  that  arises  in  one's  mind  is.  Are 
the  data  on  which  this  woman's  age  is  set  down  at  sixty-two 
correct  ?  In  regard  to  this,  I  beg  to  call  your  attention  to  the 
following  points  in  evidence  : — 

Is^.  The  statements  made  to  me  by  the  woman  herself.  These 
were  given  freely  and  explicitly,  and  the  most  careful  cross-exa- 
mination entirely  failed  in  producing  any  contradictions.  Besides, 
there  was  no  possible  object  to  be  gained  by  the  woman  fabricating 
such  a  remarkable  history  as  that  given  by  her. 

2nd.  The  fact  that  Mrs  M.  was  a  nurse  under  me  in  1870,  when 
she  said  that  she  was  over  fifty ;  and  certainly  she  had  q\iite  the 
appearance  of  a  woman  of  that  age. 

"drd.  The  number  of  confinements  which  she  had  had  at  term, 
namely,  twenty  (one  twin),  with  the  addition  of  three  miscarriages. 

4:th.  The  fact  that  in  June  1879,  when  her  third  husband  applied 
to  the  parochial  board  at  Selkirk  for  relief,  he  stated  his  wife's  age 
to  be  sixty  years,  i.e.,  sixty-one  in  the  following  October.  (The 
schedule  which  was  then  filled  up  is  now  in  my  possession.) 

From  a  medico-legal  point  of  view,  I  venture  to  think  that  this 
case  presents  some  features  of  special  interest.  Whilst  it  is  impos- 
sible to  lay  down  a  hard  and  fast  rule  as  to  the  age  beyond  which 
a  woman  may  not  conceive  and  bear  a  child,  still  every  well- 
authenticated  case  of  pregnancy  at  an  advanced  age  is  of  value,  as 
showing  how  late  in  life  a  woman  may  have,  and  actually  has  had, 
a  child.  It  may  be  said  roughly  that  the  child-bearing  age  in 
woman  ceases  between  forty  and  fifty ;  but  as  impregnation  may 
take  place  at  exceptionally  early  periods  of  life,  so  it  may  also 
occur  at  ages  considerably  beyond  fifty.  From  a  table  given  in 
Taylor's  Medical  Jurispi-udence  (1865,  page  876),  I  find  twelve 
cases  quoted  at  ages  from  fifty  to  fifty-four.  In  the  same  work 
there  is  also  a  case  mentioned  in  which  a  healthy  woman  bore  a 
child  at  the  age  of  sixty,  menstruation  having  continued  up  to  that 
time.  Two  others  at  sixty-three  and  sixty-five  are  noted,  but  their 
authenticity  is  doubted.  He  also  gives  two  cases,  recorded  by 
Haller,  in  which  women  at  sixty-three  and  seventy  bore  children. 

The  importance  of  accurately  recorded  cases  of  women  giving 
birth  to  children  at  these  advanced  ages  has  a  special  bearing  on 
the  question  of  legitimacy,  but  into  this  we  cannot  at  present  enter. 
Suffice  it  to  recall  the  well-known  "Douglas  Peerage"  case  (1767- 
69),  in  which  the  claimant's  legitimacy  was  disputed,  inter  alia, 
on  the  ground  that  the  reputed  mother  had  passed  the  child-bear- 
ing period  at  the  time  of  the  birth,  she  being  then  in  her  fiftieth 
year. 
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Besides  giving  birth  to  a  cliild  at  the  age  of  aixty-two,  there  is 
anotlier  point  in  Mrs  M.'s  case  which  appears  to  me  to  be  of 
interest,  viz.,  tlie  regwlarity  with  which  she  went  on  conceiving 
after  she  had  passed  the  ordinary  child-bearing  period.  This  will 
be  best  shown  by  giving  in  a  tabular  form  the  dates  of  her  last 
seven  concoption.s : — 


Year  1865,    . 

.    Age  47 

„     1867,    . 

.       .,  49 

„     1869.    . 

.       ..   51 

„     1871.    . 

.       ,.   53 

„     1874.    . 

.       ..   66 

„     1878,     . 

,.   60  (miscarriage) 

„     1880,    . 

.       „   62 

Tlie  only  case  of  a  similar  nature  which  I  have  been  able  to  find 
is  one  quoted  by  Orfila,  in  which  a  woman  had  her  first  child  at 
the  age  of  forty-seven  and  her  last  at  sixty,  five  others  being  bom 
between  these  dates  (Taylor's  Medical  Jurisprudence,  p.  875). 

The  long  continuance  and  general  regularity  of  menstruation  in 
Mrs  M.  are  also  noteworthy.  This  function  may  be  stated,  as  a 
rule,  to  commence  al)0ut  the  age  of  fifteen,  and  to  terminate  about 
forty-five.  There  are  many  instances,  however,  in  which  it  has 
occurred  at  an  earlier  date,  and  it  has  even  been  observed  in  child- 
hood. Similarly  it  has  been  noted  as  occurring  at  periods  of  life 
considerably  beyond  forty-five.  The  power  of  procreation  may  be 
said  generally  to  run  pari  passu  with  menstruation,  so  that  as  long 
as  the  latter  function  continues  in  activity  there  is  reason  to  infer 
that  a  woman  may  conceive.  Cases  in  which  menstruation  has 
been  observed  late  in  life  are  frequently  found  not  to  have  had  the 
function  established  until  long  after  the  usual  period  for  its  com- 
mencement. Probably  the  most  remarkable  case  of  prolonged 
menstruation  is  that  quoted  by  Orfila,  where  it  continued  until  the 
woman  reached  the  age  of  niTuty-nine,  the  function  having  been 
established  when  she  was  in  her  twentieth  year.  In  the  present 
case  the  menses  first  appeared  in  India  at  the  age  of  thirteen,  and 
continued  with  remarkable  regularity  during  the  intervals  of  child- 
bearing. 

The  large  number  of  children  borne  by  this  woman  is  also  in- 
teresting, she  having  had  tioenty-<me  children  at  term,  twins  being 
borne  on  only  one  occasion.  In  relation  to  the  question  of  fecundity 
in  women,  I  have  just  heard  of  three  cases  in  Somersetshire, 
tlirough  the  kindness  of  my  friend  Dr  Hine.  In  two  of  these  the 
mothers  were  cousins,  and  had  borne  twenty-f&ur  and  twenty-fivt 
children  respectively,  twins  occurring  on  several  occasions.  In  the 
third  case  the  lady  had  ten  children  at  term  in  the  course  of  four- 
teen years.  All  these  were  suckled  by  her  (except  the  last),  thus 
showing  that  conception  may  take  place  during  lactation,  and  add- 
ing one  more  instance  to  disprove  the  popular  notion  usually  en- 
tertained upon  this  subject. 


80  CASE  OF   PREGNANCY   AT   THE   AGE   OF   SIXTY-TWO. 

Dr  Sanderson  had  heard  that  the  woman  was  sixty-four  years  of 
age.  He  would  ascertain  whether  this  case  was  the  same,  and  report 
to  the  Fellows. 

Dr  Spence  had  a  case  of  an  unmarried  woman  who  had  her  first 
child  in  her  fiftieth  year. 

Dr  Wilson  had  also  a  case  of  a  woman  who  had  her  first  child 
in  her  forty-ninth  year.     She  had  been  married  shortly  before. 


The  following  gentlemen  were  elected  Fellows  of  the  Society : — 
T.  F.  Gilmour,  L.E.C.P.E.,  L.F.P.S.G.,  Glasgow ;  H.  A.  Husband, 
M.B.,  F.K.C.S.E.,  Edinburgh. 


Meeting  VI. — February  8,  1882. 
Professor  Alex.  Russell  Simpson,  President,  in  the  Chair. 

I.  The  President  showed  TWO  anencephalic  foetuses,  which  were 
born  within  twenty  hours  of  one  another  in  the  Maternity. 

II.  The  President  read  a  paper  on 

DYSTOCIA  FROM  EXOMPHALOS  OF  THE  FCETUS. 

F(ETUSES  have  from  time  to  time  been  exhibited  to  the  Society, 
affected  with  the  malformation  which  has  been  variously  designated 
Exomphalos,  Omphalocele,  Eventration,  Umbilical  or  Abdominal 
Hernia,  and  Ectopia  viscerum  abdominalium.  There  has  occurred 
an  arrest  in  the  development  of  such  a  foetus,  so  that  the  normal 
closure  of  the  ventral  aperture  around  the  root  of  the  umbilical 
cord  has  been  prevented,  and  some  of  the  abdominal  viscera  pro- 
trude through  the  umbilicus  into  a  sac  of  varying  dimensions,  the 
walls  of  which  are  furnished  by  the  funic  structures. 

In  the  simplest  cases  a  single  intestinal  loop  or  diverticulum  is 
found  within  the  sac.  Where  the  arrest  of  development  has  begun 
earlier  the  aperture  is  larger,  and  the  coils  of  the  small  intestines 
may  have  become  herniated  almost  en  masse.  Not  infrequently, 
when  the  fissuring  affects  more  the  upper  part  of  the  abdominal 
wall,  the  liver  is  the  structure  chiefly  herniated.  In  the  cases 
where  the  abdominal  walls  are  more  defective,  the  whole  of  the 
abdominal  viscera  may  be  projected  into  the  hernial  pouch. 

The  exhibition  of  such  specimens  has  sometimes  led  to  conversa- 
tion on  various  points  of  interest  concerning  them.'  But  as  the 
mode  of  their  birth  does  not  seem  to  have  formed  a  subject  of  dis- 
cussion, I  take  the  opportunity  of  the  production  in  the  extern 
j)ractice  of  the  Koyal  Maternity  and  Simpson  Memorial  Hospital 

'  Edinburgh  Medical  Journal,  xiii.  473,  1867,  etc. 
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of  the  exomphalic  foetus  which  I  exhibited  on  11th  January, 
1st,  to  record  tlio  history  of  the  case  as  it  has  l>een  drawn  up  by 
tlie  house  sur^'uon,  Mr  John  Wangh,  M.Ii.;  and  2nd,  to  oHer  some 
remarks  on  the  influence  on  parturition  of  such  monstrosities. 

Case. 

Mrs  T.,  aged  33,  ix.-para,  residing  at  Vallance's  Entry,  Canongate, 
was  confined  on  19th  December  1881. 

Mehstruation  be<,'an  at  aj^e  of  14;  type,  28-day;  duration,  3 
to  4  days ;  quantity  moderate ;  date  of  last  menstruation,  3rd  to 
6th  May ;  stm-nt/e  never  felt.  Condition  during  pregnancy  fairly 
good  ;  her  health  was  not  so  robust  as  formerly.  No  complications 
of  pro<,'nancy. 

Previous  Obstetric  Ilistoiy. — Her  eight  previous  labours  were  all 
easy,  the  first  the  longest,  lasting  12  hours;  they  occurred  in  the 
yeara  '66,  '68,  '70,  '72,  '74,  '76,  '78,  '80 ;  of  the  children,  four 
were  male,  four  female — all  born  alive  and  healthy. 

Labo7ir  on  19th  December.  Pains  began  at  2'30  A.M. ;  they 
were  tonic  in  character,  intermission  being  incomplete ;  a  constant 
severe  pain  persisted  in  the  right  iliac  fossa  till  10  a.m.,  at  which 
hour  she  sent  to  the  Maternity  for  aid.  At  every  pain  there  was 
a  discharge  of  blood  from  the  vagina.  The  student  who  attended 
sent  on  his  arrival  for  the  house  surgeon,  who  came  about  12  noon. 
The  general  appearance  of  the  patient  was  then  found  to  be 
liealthy,  her  pulse  good,  no  signs  of  exhaustion.  Inspection  of  the 
abdomen  showed  nothing  abnormal;  the  abdominal  walls  were 
thick,  and  palpation  difticult. 

Ifeujht  of  Fundus  was  about  midway  between  umbilicus  and 
ensiform  cartilage.  The  position  of  the  foetal  parts  could  not  be 
ascertained  by  palpation.  No  foetal  heart  could  be  heard.  On 
vaginal  examination  the  os  uteri  was  found  dilated  to  the  size  of  a 
florin,  membranes  ruptured,  and  the  presenting  part  felt  like  a 
bunch  of  small  grapes  protruding  through  the  os.  The  pains  were 
few  and  weak.  There  was  evidence  of  the  escai)e  of  perhaps  a 
few  ounces  of  blood  ;  the  discharge,  after  the  arrival  of  the  house 
surgeon,  amounted  to  not  more  than  one  or  two  teaspooufuls. 
The  pains  gradually  died  away  after  three  o'clock,  by  which  time 
the  originally  presenting  part — which  was  thought  at  first  to  be 
the  placenta  or  a  portion  of  a  hydatidiform  ovum,  but  which  turned 
out  to  be  intestines  and  the  other  abdominal  viscera — had  been 
expelled  from  the  uterus  and  lay  en  masse  in  the  vagina.  The 
purplish-red  bowel  was  pulled  down  and  demonstrated  at  the 
vulva.  Two  half-drachm  doses  of  liquid  extract  of  ergot  were 
given,  but  failed  to  induce  renewal  of  the  uterine  contractions. 

Patient's  general  condition  being  good,  and  there  being  no 
hremorrhage,  she  was  left  in  charge  of  nurses  till  7  p.m.,  when  Dr 
Hart,  having  introduced  the  whole  liand  into  the  vagina,  was  able 
to  touch,  high  up,  the  ribs  and  axilla  of  the  foetus.     Professor 
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Simpson  saw  the  case  about  9  p.m.  ;  and  chloroform  having  been 
administered,  he  turned  and  delivered,  traction  and  expression 
being  combined.  The  placenta  was  expressed  immediately  after 
the  head  of  the  foetus.  The  uterus  contracted  well,  and  there  was 
no  haemorrhage.  Two  hours  after  delivery  the  pulse  was  90. 
The  puerperium  was  normal  in  every  respect. 

The  Fellows  of  the  Society  have  already  had  an  opportunity  of 
seeing,  when  it  was  still  fresh,  the  deformed  product  of  this  par- 
turition. In  this  drawing  (see  Fig.)  I  have  got  the  artist  to  repre- 
sent the  foetus  and  placenta  in  the  relation  in  which  they  were 
found  during  labour.  The  section  of  the  uterus  and  pelvis  is 
imaginary :  the  drawing  of  the  foetus  is  ad  naturam,  and  shows  the 
exact  appearance  of  it  two  days  after  birth.  It  is  seen  in  the  habit 
or  attitude  in  which  it  was  found  in  utero,  and  which  it  permanently 
maintains.  The  body  is  bent  backwards  and  slightly  to  the  left 
side,  so  that  the  feet  lie  in  the  nape  of  the  neck  under  the  occiput, 
which  is  thrown  backwards.  The  ventral  aperture  is  widely  patu- 
lous from  the  thorax  to  the  floor  of  the  pelvis.  The  viscera,  which 
should  have  been  accommodated  in  an  abdomino-pelvic  cavity,  are 
thrown  forward  so  as  to  lie  in  a  pouch  outside  of  the  trunk,  the 
walls  of  which  are  formed  from  the  membranes  of  the  ovum. 
These  are  in  immediate  apposition  with  the  foetal  surface  of  the 
placenta,  and  carry  the  umbilical  vessels  along  the  left  side  in  a 
corded  form,  which,  in  the  accompanying  sketch,  as  in  nature,  has 
the  appearance  of  a  straight  piece  of  funis.  The  pelvic  organs  are 
specially  undeveloped,  the  only  trace  of  sexual  apparatus  being 
a  rudimentary  ovary  on  the  right  side.  The  left  kidney  is 
absent;  the  right  is  small  and  slightly  hydronephrotic.  The 
diaphragm  is  dragged  down,  and  the  heart,  which  seems  to  consist 
of  only  a  single  auricle  and  ventricle,  lies  below  the  tip  of  the  en- 
siform  cartilage.  The  pelvis  is  open  in  front,  and  a  hygroma  the 
size  of  an  orange  is  seen  on  its  posterior  aspect.  When  this  is  cut 
into  it  is  found  to  communicate  with  the  sacral  canal  through  an 
opening  admitting  the  tip  of  the  little  finger. 

Eemakks. 

I  do  not  propose  to  enter  on  a  discussion  as  to  the  mode  in  which 
this  malformation  is  produced.  The  morbid  influence  must  clearly 
have  begun  to  bear  on  the  foetus  at  a  very  early  stage  of  its  de- 
velopment, perhaps  from  the  fourth  to  the  seventh  week.  The 
theory  suggested  independently  by  Chadwick  ^  and  Ahlfeld,^  that 
the  umbilical  vesicle  and  its  pedicle  are  primarily  at  fault,  and 
prevent  closure  of  the  ventral  fissure  by  dragging  out  the  abdominal 
viscera,  makes  the  nearest  approach  to  a  satisfactory  solution  of  the 
genesis  of  such  cases. 

*  Transactions  of  the  American  Gynecological  Society,  i.  364,  1876. 

•  Archivfur  Gyncekologie,  xi.  85,  1877. 
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The  chief  interest  that  it  has  for  us  as  obstetricians  is  the  in- 
fluence which  this  special  nial formation  exerts  on  the  process  of 
]>artiirition.  Now,  of  course,  there  are  cases  of  exomphalos — the 
slighter  cases  of  congenital  umbilical  hernia — which  are  not 
very  rare,  and  which  are  associated  with  no  modification  in 
the  attitude  and  presentation  of  the  foetus  or  of  the  course  of  the 
labour. 

Again,  there  are  cases  where  there  is  ectopia  to  a  greater  degree 
of  the  abdominal  viscera.  The  attitude  of  the  foetus,  however,  is 
not  affected ;  only,  as  in  a  case  recorded  by  Koltsch,'  it  may  cause 
some  delay  and  difhculty  in  the  extraction  of  the  foetus. 

But  in  the  group  of  cases  to  which  our  fojtus  belongs  the  malfor- 
mation is  more  pronounced.  It  has  begun  at  an  earlier  stage  of 
deveh)pinent :  the  closure  of  the  ventral  fissure  is  less  complete, 
and  it  is  associated  with  other  disturbances  of  configuration  which 
lead  to — 

1.  Peculiarity  in  the  Attitude  of  the  Fcetus. — Of  these  concomi- 
tant disturbances  of  development  the  most  important  is  the  twist 
in  the  spinal  column.  The  fcctus  in  all  these  cases,  like  the  one 
figured  by  Vrolik,*  instead  of  being  incurved  on  its  abdominal 
aspect,  is  recurved  so  that  the  head  and  the  heels  are  brought  into 
intimate  relation  with  each  other.  Whether  this  be  due  or  not  to 
the  dragging  exerted  upon  the  bodies  of  the  dorsal  and  lumbar 
vertebras  by  the  ectopic  viscera,  the  result  of  this  reversal  of  the 
ordinary  incurvation  of  the  foetus  is — 

2.  Peculiarity  in  the  Presentation. — "We  know  that  the  presenta- 
tion of  the  fcetus  is  due  to  the  adaptation  of  the  contained  ovoid 
body  to  the  containing  ovoid  uterus.  In  the  variety  of  malforma- 
tion we  are  considering,  the  broad  end  of  the  fa'tal  ovoid  is  found 
in  the  extended  head,  which  fits  into  the  broad  upper  part  of  the 
uterine  ovoid  ;  and  the  narrow  end  is  represented  by  the  soft  pro- 
jecting ventral  mass  which  lies  in  the  lower  segment  of  the  uterus, 
and  thus  comes  to  present  during  labour.  If  in  other  instances, 
as  in  that  which  I  have  recorded  now,  there  be  a  faulty  implanta- 
tion of  the  placenta,  then  the  tendency  to  praevial  implantation 
will  opemte  still  further  in  the  way  of  determining  the  presenta- 
tion of  the  omphalocele.  For  a  feature  common  to  most  of  them 
is  the  absence  or  imperfect  development  of  the  umbilical  cord,  so 
that  the  hernial  sac  is  in  immediate  apposition  with  the  placenta ; 
and  if  the  placenta  be  developed  close  to  the  os,  the  hernial  mass 
will  be  first  felt  when  the  orifice  dilates.  Out  of  fourteen  cases  of 
which  I  find  any  note  regarding  the  presentation,  there  are  only 
two  cases  of  head  presentation,  Dr  Breschet's'  and  Dr  Chad- 
wickV  ti"d  in  the  latter  the  child  is  said  to  have  presented  with 

'  Monatstchrift  fur  Geburtskunde^  x.  13j  1867. 

•  Tabtdas  ad  tllu«trandam  Embryogenetin,  t.  xxii. 
»  Medico- Chirurgical  Trantactwn*^  ix.  433,  1818. 

*  Loe.  cit-t  p.  37a 
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"  the  head  and  one  foot."  In  all  the  others  ^  the  exploring  finger 
first  touched  the  displaced  abdominal  viscera.  Klein  seems  to 
have  been  the  first  to  take  note  of  this  peculiarity  in  the  presen- 
tation of  the  exomphalic  foetus.  "  It  is  not  unworthy  of  remark," 
he  says,  "  that  children  in  whom  a  portion  of  the  pelvis,  of  the 
lower  extremities,  and  of  the  abdominal  parietes  is  awanting,  pre- 
sent in  general,  not  with  the  head,  but  witli  the  protruded  bowels, 
and,  if  I  may  so  express  myself,  with  the  stump  of  the  belly ; 
whilst  precisely  in  such  cases  one  would  rather  expect  that  the 
much  heavier  head  and  thorax  must  have  sunk  lowest."  So  it 
should  on  the  gravitation  theory,  but  that  is  now  well  known  not 
to  hold  good.     Hence — 

3.  Peculiarity  of  Diagnosis. — When,  as  in  the  case  I  have 
related,  there  occurs  an  early  escape  of  blood,  it  is  easy  to  under- 
stand that  when  the  patient  is  first  examined  she  should  be  sup- 
posed to  be  the  subject  of  placenta  prgevia.  Dr  Atthill  and  Dr 
Horace  M.  Brown  both  state  that  when  they  found  the  foetal 
viscera  descending  through  the  vagina  their  impression  was  that 
the  uterus  must  be  torn  and  permitting  of  the  escape  of  the 
mother's  bowels.  After  the  cervical  canal  is  sufficiently  dilated 
to  admit  the  hand  the  diagnosis  is  easy.  The  intestinal  loops 
and  the  liver  have  their  own  distinctive  feel,  and  the  ribs  are 
easily  recognisable  just  beyond. 

4.  Mode  of  Delivery. — There  is  a  marked  tendency  in  these 
cases  to  premature  delivery.  In  two  of  the  cases  (Chadwick  and 
Underhill)  the  expulsion  of  the  foetus  occurred  under  the  efforts 
of  the  unaided  parturient  powers.  In  most  of  the  others  there 
was  marked  delay,  even  when  the  mother  was  multiparous,  and 
it  was  necessary  to  have  recourse  to  artificial  delivery.  In 
Brown's  case  traction  on  the  hernial  mass  succeeded  in  bringing 
down  the  foetus.  In  Montault's,  Drew's,  and  Johnson's  cases,  as 
in  my  own,  delivery  was  effected  by  bringing  down  and  dragging 
on  a  foot.  Dr  Atthill  made  traction  in  his  case  with  a  blunt 
hook  applied  over  the  foetal  shoulder. 


Dr  Groom   thought  this  paper  did   not   offer  much  room  for 
criticism,  as  exomphalos  was  a  very  rare  occurrence.    The  Fellows 

*  Klein,  in  MeckeVs  Archiv  fiir  die  Physiologie,  iii.  391,  1817.     He  cites 

also,  cases  of  Fried  and  Herhold. 
HoHL,  Die  Gehurten  missgestalteter,  kranker  und  todter  Kinder,  129,  Halle, 

1850.     He  cites  a  case  of  Tucker. 
MoNTAULT,  in  Gazette  des  Hopitaux,  vi.  293,  1832,    Cited  in  Dr  A.  Herr- 

gott's   essay,   "  Des   Maladies  Foetales  qui   peuvent  faire  Obstacle  h 

1' Accouchement,"  p.  258. 
Drew,  in  Medical  Times  and  Gazette,  Sept.,  ii.  236,  1855. 
Johnson,  in  Transactions  of  Obstetrical  Society  of  London,  xiii.  53,  1872. 
Atthill,  in  Dublin  Medical  Journal,  Ixix.  533,  1880. 
Brown,  in  American  Journal  of  Obstetrics,  xiv.  551,  1881. 
Underhill,  in  Transactions  of  Obstetrical  Society  of  Edinburgh,  vi.  78, 

1880-81. 
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were  much  indebted  to  Professor  Simpson  for  the  clear  statement 
of  the  {lia<,'iiosi8  and  mechanism  of  such  cases, 

Dr  J'der  Yuuny  had  a  specimen  of  a  similar  condition  in  a 
fourth  mouth  ftutus.     There  was  scoliosis  of  the  vertebral  column. 

Dr  Hart  saitl  that  the  feeling  of  the  intestines  in  the  vajjina 
might  make  one  suspect  rupture  with  protnision  of  intestine.  The 
foetal  intestines  could  be  diagnosed  from  those  of  the  mother  from 
their  smaller  size,  and  the  fact  tlmt  they  were  traced  into  the 
uterus  and  not  to  a  rent  in  the  fornix.  The  head  was  soft,  and 
dillicult  to  recognise  on  palpation. 

III.  The  following  paper,  by  Dr  Popow,  Pensa  (from  tlie 
Gynecological  Clinique  of  Professor  Slavjansky,  St  Petersburg), 
was  communicated  through  Dr  J.  Matthews  Duncan : — 

FIBROMYXOMA  DUPLEX  OVARIORUM. 

On  the  13th  of  April  1880,  M.  P.,  aged  38,  died  in  Professor 
ISlawjansky's  clinic  of  cirrhosis  of  the  liver  and  ascites.  The  right 
ovary  wus  the  size  of  a  goose's  egg,  rough,  compact,  and  covered 
with  false  membranes;  the  left  was  like  it,  but  of  the  size  of  a  lien's 
egg.  The  uterus  was  covered  before  and  behind  with  false  mem- 
branes. Microscopical  examination  of  the  uterusshowed  that  a  chronic 
interstitial  process  was  going  on  in  its  walls.  The  microscopical 
investigation  of  little  knots  found  at  the  peritoneum  showed  a 
lymphomatous  structure.  On  investigating  the  histology  of  the 
ovaries  we  found  that  new  growths  of  connective  tissue  had  been 
developed  in  their  stroma,  containing  in  some  places  myxomatous 
tissue.  Since  ovarian  connective-tissue  tumours  seldom  occur,  and 
much  difference  of  opinion  exists  as  to  their  origin,  as  is  shown 
by  the  work  of  Leopold,*  so  we  took  much  interest  in  this  case, 
as  the  swelling  has  not  yet  been  described  which  here  pre- 
sented itself.  After  the  false  membrane  was  removed  from  the 
right  ovary  its  measurements  were  the  following  : — Length  56  mm., 
breadth  3*5  mm.,  thickness  32  mm.,  circumference  13  mm.  It  was 
irregularly  round  in  shape,  and  of  solid  consistence.  The  length 
of  the  ligament  of  the  right  ovary  was  1  cm.  On  section  two 
closely  placed  masses  were  seen,  one  red-brown,  the  other  white. 
The  first  appeared,  under  the  microscope,  to  be  an  extravasation  in 
the  position  of  an  old  corpus  luteum,  completely  separated  from 
the  neighbouring  stroma.  The  other  was  also  isolated  from  the 
surrounding  tissues;  it  had  a  fibrous  structure,  and  had  developed 
from  an  old  corpus  luteum.  The  microscopical  preparations  of 
the  ovary  showed  the  following  structure : — The  surface  of  the 
ovary  was  covered  with  well-preserved,  short  cylindrical  epithe- 
lium. This  layer  had  a  wavy  outline,  with  protrusions  and  de- 
pressions corresponding  to  the  irregular  surface  of  the  ovary. 
»  "  Solidu  Eierstocksgeachwulate,"  Arch.  /.  GiptaxoL,  B.  vi.,1877,  pp.  189-838. 
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Immediately  beneath  the  epithelium  was  a  shining  line,  the 
so-called  albuginea  of  authors.  Next  came  a  layer  of  tissue 
representing  the  zona  parenchymatosa,  consisting  in  this  case  of 
interlacing  bundles  of  connective  tissue,  and  containing  no  trace 
of  follicles.  The  bloodvessels  were  few  in  number.  Instead  of 
follicles  in  different  stages  of  development,  tubular  and  sac-like 
structures  were  found  in  the  connective  tissue  representing  the 
intercellular  spaces  and  lymphatic  channels,  filled  with  cell 
elements.  These  structures  resembled  the  tubes  and  lacunge 
of  Valentin  and  Pfliiger,  but  their  continuity  with  the 
surface  epithelium  could  nowhere  be  traced.  The  mucoid 
degeneration  of  the  cell  elements  filling  the  lymphatic  spaces  was 
demonstrated  by  the  reaction  with  acetic  acid  and  caustic  potash. 
In  the  part  of  the  ovarian  tissue  representing  the  normal  zona  vas- 
culosa,  besides  the  vessels,  a  pretty  considerable  quantity  of  myxo- 
matous tissue  occurred.  It  consisted  of  an  intercellular  substance 
having  the  reaction  of  mucin,  and  of  numerous  spindle-shaped  and 
notched  cells.  The  tissue  surrounding  the  myxomatous  structures 
consisted,  particularly  near  the  vessels,  of  numerous  round  elements, 
between  which  a  number  of  transition  forms  were  seen.  Thus  the 
whole  tissue  of  the  ovary,  excepting  the  vessels,  consisted  of  numer- 
ous compact  portions  of  connective  tissue  mixed  with  myxoma, 
and  of  lymphatic  spaces  whose  cell  elements  had  undergone  mucoid 
degeneration. 

The  length  of  the  left  ovary  was  3'5  cm.,  breadth  2*5  cm.,  thick- 
ness 28  cm.,  circumference  12  cm.  The  left  ovarian  ligament 
measured  1*3  cm.  Microscopical  preparations  showed  the  same 
structure  as  the  right  ovary,  only  that  the  newly  formed  fibro- 
myxomatous  tissue  was  in  an  earlier  stage  of  development.  Thus 
in  this  case  we  have  a  double  fibromyxoma  of  the  ovaries.  The 
origin  and  growth  of  the  tumour  may  be  explained  in  the  following 
manner  from  the  results  of  the  post-mortem  examination  and  of 
the  histological  investigation  of  the  tumour : — The  patient  suffered 
from  leucaemia,  which  sets  up  chronic  interstitial  inflammation  in 
the  ovaries  as  well  as  in  the  other  organs — the  connexion  between 
leucaemia  and  inflammation  of  the  ovaries  having  been  shown  in 
1875  by  Lebedinsky.i 

On  this  foundation  of  chronic  inflammation  the  new  formation 
described  by  us  was  developed,  some  of  the  elements  becoming 
compact  connective  tissue,  the  rest  myxoma.  Besides  that,  a  great 
part  of  the  cells  in  the  lymphatics  and  intercellular  spaces,  for  some 
unknown  reason,  underwent  mucoid  degeneration.  The  connexion 
between  leucsemia  and  the  formation  of  myxomatous  tissue  in  the 
ovary  has  already  been  pointed  out  by  Galabin  ^  in  his  description 
of  a  myxosarcoma  of  the  ovary. 

'  *'  Zur  lelire  von  den  Erkrankungen  des  Eierstocks.     Seine  Veranderungen 
bei  Leuksemie  betreffend,"  Medicin  WjestniJc,  1875,  Nos.  12,  13  (Russian). 
»  Galabin,  Trans.  Obstet.  Soc.  London,  1878-79,  p.  123. 
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The  President  said  that  the  Society  was  inileljted  to  Dr  Popow 
for  bringing  this  interesting  patliological  condition  under  tlieir 
notice.  No  doubt  many  cases  said  to  be  carcinoma  were  (^ases  of 
this  ;  the  nodules  in  the  peritoneum  and  the  ascites  were  common 
to  both  conditions. 

Dr  Peter  Young  asked  wliat  was  the  condition  of  the  thoracic 
organs.  In  leucocythiemia  there  were  usually  changes  in  these. 
In  a  case  of  it  in  a  boy,  he  noted  cheesy  deposits  in  the  apex  of 
the  liings  and  indications  of  catarrhal  pneumonia  and  bronchitis. 
There  was  also  pericarditis  and  thrombosis  of  the  vena  cava.  The 
spleen  was  not  enlarged.         

The  following  gentlemen  were  elected  Fellows  of  the  Society : — 
F.  .lully,  M.IV,  Siuigliton ;  J.  B.  Cunningham,  M.IJ.,  Prestonpans; 
C.  E.  DougUis,  M.D.,  Cupar-Fife;  Dr  Currie,  Lydney. 


MEBTnia  VII.— March  8,  1888. 
Professor  Alkx.  Rossbll  Simpson,  PruidetU,  in  the  Chair. 

I.  Br  Thatcher  showed  preparation  of  a  tubal  pkeo.nancy,  which 
had  burst  The  patient  had  been  seized  suddenly  with  violent 
pain,  and  was  dead  before  he  saw  her.  On  post-mortem  examina- 
tion it  was  found  that  a  gestation  sac  in  the  left  Fallopian  tube 
had  ruptured ;  the  foetus,  about  three  months  old,  had  escaped 
into  the  peritoneal  cavity.  lie  showed,  also,  a  FtETUs  in  which  a 
portion  of  the  anterior  abdominal  wall  was  absent,  so  that  the 
liver  and  some  of  the  intestines  were  protruded ;  and  another  in 
which  the  cerebral  hemispheres  protruded  posteriorly. 

II.  Tfie  President  read  the  following  letter  from  Dr  Ogilvie  Grant, 
giving  Professor  Carl  Braun's  (of  Vienna)  first  experience  with 
the  axis-traction  forceps.  It  was  of  the  more  interest  as  Professor 
Braun  had  given  an  unfavourable  opinion  with  regard  to  the 
working  of  Tarnier's  forceps,  and  inexperienced  and  irresponsible 
writers  in  our  own  journals  seemed  disposed  to  introduce  remarks 
deprecatory  of  the  principle  of  the  instrument,  the  value  of  which 
so  many  have  now  appreciated : — 

"  The  case  in  which  they  were  used  was  a  case  where  a  doctor 
tried  to  deliver  with  the  ordinary  forceps,  but  failed.  Professor 
Braun  was  then  called,  and  also  tried  the  ordinary  forceps,  but 
without  success.  He  then  made  up  his  mind  to  perforate,  but 
before  i)roceeding  to  do  so  he  thought  he  would  try  your  forceps. 
He  then  applied  your  forceps,  and  delivered  the  head  without 
much  difficulty.  What  surprised  Dr  Braun  the  most  was  the 
ease  with  which  he  performed  the  delivery,  and  also  that  the 
child  was  born  alive  and  well." 
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III.  Dr  J.  Halliday  Groom  then  read  a  paper  on  clinical  AND 

EXPERIMENTAL  OBSERVATIONS  ON  THE  BLADDER  DURING  PARTURITION. 


Dr  Hart  thought  that  Dr  Groom's  paper  was  a  very  valuable 
one,  and  displayed  a  great  deal  of  originality.  The  amount  of 
work  implied  in  making  so  many  observations  and  drawing  up  the 
tables  must  have  been  enormous.  The  reasons  given  in  the  first 
part  of  the  paper  for  the  difference  between  the  results  of 
Matthews  Duncan  and  those  of  Haughton  were  quite  valid. 
Haughton  estimated  how  much  pressure  the  uterus  could  exert, 
Duncan  how  much  it  actually  did  exert.  An  engineer  always 
constructed  a  bridge  so  as  to  stand  a  strain  very  much  greater 
than  it  is,  as  a  rule,  subjected  to.  There  was  one  defect  in 
Duncan's  method,  that  he  did  not  rupture  the  membranes  by  a 
frequently  repeated  pressure,  as  is  the  case  in  labour;  Popel 
imitated  the  natural  process  more  exactly  by  gradually  increasing 
the  strain  on  the  membranes. 

Dr  Peter  Young  asked  whether  the  fact  that  the  patients  lay  on 
a  soft  bed  might  not  affect  the  accuracy  of  the  readings  of  the 
column  of  mercury. 

Dr  Barhour  suggested  that  by  keeping  the  patient  deeply  under 
chloroform  the  pressure  due  to  contraction  of  the  abdominal 
muscles  might  be  eliminated. 

The  President  said  that  the  Fellows  had  all  listened  with  interest 
to  this  paper,  which  would  prove  a  very  valuable  contribution  to 
their  Transactions.  It  contained  many  observations  of  a  quite 
original  character,  and  which  would,  no  doubt,  prove  of  practical 
importance.  This  method  of  investigation  had  not,  so  far  as  he 
knew,  been  formerly  employed.  Hitherto  experiments  had  been 
always  made  upon  the  foetus.  Sir  J.  Y.  Simpson  had  tried,  by 
means  of  forceps  and  the  air-tractor,  to  ascertain  what  force  was 
necessary  to  draw  the  foetus  through  the  pelvis,  and  found  it  to 
be  15  lbs.  He  had  occasionally  observed,  during  labour,  the  ring 
in  the  anterior  fornix  of  the  vagina  referred  to  in  Dr  Groom's 
paper,  but  did  not  understand  its  significance ;  he  had  seen  it 
also  in  advanced  pregnancy,  before  labour  had  set  in.  With 
regard  to  the  mode  of  transmission  of  the  uterine  force  to  the 
bladder,  Dr  Groom  had  made  only  a  passing  reference  to  the 
round  ligaments ;  they  might  have  a  distinct  action,  though  pro- 
ducing lateral  compression  when  the  head  was  in  the  cavity.  Dr 
Groom's  paper  would  prove  a  valuable  stimulus  to  further  research 
in  the  same  direction. 


IV.  Dr  D.  Berry  Hart  then  read  his 

OTE  ON  A  UNIQUE  CAUSE  OF 
STAGE  OF  LAB( 

On  17th  February  my  friend  Dr  Hamilton  Wylie  asked  my  assist- 


NOTE  ON  A  UNIQUE   CAUSE   OF  DELAY   IN   THE  THIRD 
STAGE  OF  LABOUR. 
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ance  at  a  case  of  labour  delayed  from  hydrocephalus.  His  note  stated 
that  the  fcutus  had  presented  the  breech,  that  this  had  easily  passed 
the  brim,  but  that  the  enlar<{ed  hydrocephalic  head  was  firmly 
impacted  there.  Ou  my  arrival  I  found  the  puny  Inxly  of  the? 
iu'tiis  born,  and  the  arms  down.  Abdominal  palpation  showed 
that  ihu  fiiiidus  uteri  wi^  hi}^h  and  markedly  to  the  right,  lyin;{ 
just  beneath  the  costal  margins  of  the  right  ribs.  The  enlargc<t 
liead  coul<l  be  felt  below  and  to  the  left  side,  arrested  at  the  brim, 
but  I  could  not  nuiko  out  any  other  special  point  Perforation  of 
the  head  l)elow  the  ear  lying  posteriorly  was  easily  accomplished, 
uiul  after  the  gush  of  intracranial  lluid  had  subsided,  the  delivery 
was  at  once  accomplished.  The  placenta  did  not  come  away  ;  ami 
on  ])Hlpating  the  uterus  I  found  it  flattened  antero-posteriorly,  and 
projecting  little  about  the  brim,  ju.st  as  one  finds  it  immediately 
after  the  expulsion  of  the  afterbirth.  Dr  Wylie  had,  in  the  mean- 
time, examined,  and  found  no  placenta  in  the  vagina.  I  therefore 
again  tried  expression,  and  again  failed.  In  order  to  put  an  end 
to  this  state  of  affairs,  Dr  Wylie  chloroformed  the  patient,  and 
I  passed  my  hand  into  the  vagina.  What  I  there  found  was  as 
follows : — Passing  my  fingers  within  the  flaccid  cervix,  I  felt  at  its 
top  the  thickened  end  of  the  uterine  muscular  fibre.  On  tracing 
the  cord  my  fingers  passed  towards  the  left  into  a  flaccid  bag,  in 
which  the  whole  placenta  was  lying  loose,  and  from  which  I  easily 
withdrew  it.  Bimanual  exploration  of  this  cavity  revealed  its 
greatly  thinned  condition  and  the  fact  that  it  was  cervical.  The 
whole  case  was  now  perfectly  plain.  The  uterus,  from  its  right 
oblicjuity,  had  pulled  up  the  cervix  more  on  the  left  side,  and  like- 
wise driven  the  enlarged  head  with  the  cervix  chiefly  on  the  same 
side.  There  had,  therefore,  resulted  an  excessive  left  lateral  dila- 
tation of  the  cervix,  which  would  easily  have  passed  into  rupture. 
After  the  birth  of  the  head  a  large,  flaccid  cavity  remained  on  the 
left  side,  and  into  this  the  placenta  was  born.  The  subject  of 
cervical  distention  during  delayed  labour  has  been  so  frequently 
before  our  Society,  and  Bandl's  views  on  uterine  rupture  have 
been  so  often  considered  here,  that  any  further  explanation  of 
this  unique  case  is  unnecessary. 

Dr  Croovi  referred  to  cases  reported  by  Underbill  of  retention 
of  the  placenta  in  a  sacculated  uterus.  He  had  never  seen  a  case 
similar  to  the  one  recorded  by  Dr  Hart 

Tlu  President  said  that  this  condition  had  not  been,  so  far  as  he 
knew,  recorded.  Dr  Hart's  explanation  of  the  mode  of  its  pro- 
duction was  interesting  and  quite  intelligible. 

The  following  gentleman  was  elected  a  Fellow  of  the  Society : — 
Dr  L.  Kiilston  Huxtable,  Melrose. 
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Meeting  VIII.— March  22,  1882. 
Professor  Alex.  Russell  Simpson,  President,  in  the  Chair. 

I.  The  Fresident  showed  a  preparation  of  a  uterus  with  mul- 
tiple FIBROID  tumours,  taken  from  a  patient  who  had  died  during 
an  attack  of  acute  mania.  She  had  been  under  the  ergotin  treat- 
ment for  some  years,  and  its  beneficial  effects  had  been  seen  in 
diminution  of  the  enlarged  uterus.  The  preparation  showed  how  the 
muscular  fibre  could  compress  the  tumours  and  diminish  their 
blood-supply.  After  the  menopause  she  had  to  be  put  into  an 
asylum,  where  she  died  of  erysipelas  from  some  injuries  in  her  arm 
self-inflicted  during  a  maniacal  paroxysm.  There  were  plates  of 
bone  found  in  the  falx  cerebri. 

II.  Dr  Hart  read  liis  paper 

ON  SOME  POINTS  IN  THE  PHYSICS  OF  THE  BLADDEPt  AND 
EECTUM;  SPECIALLY  IN  EELATION  TO  THE  STRUC- 
TURAL ANATOMY  OF  THE  FEMALE  PELVIC  FLOOR. 

The  female  bladder  and  rectum  lie  in  the  pelvic  cavity ;  and,  from 
this  position,  they  are  exposed  to  the  weight  of  the  superimposed 
abdominal  viscera,  and  bear,  more  than  other  organs,  the  brunt  of 
intra-abdominal  pressure.  We  have,  therefore,  to  consider  the 
arrangements  in  the  bladder  and  rectum  for  storing  their  temporary 
contents  so  as  to  prevent  premature  expulsion  of  them  ;  and,  more 
difficult  still,  to  study  the  mechanism  by  which  these  viscera  expel 
their  contents  when  desired.  In  conclusion,  it  will  be  of  interest 
to  take  up  rapidly  the  whole  question  of  the  structural  anatomy  of 
the  pelvic  floor — its  structure  qua  intra-abdominal  pressure,  par- 
turition, and  the  vesical  and  rectal  functions. 

The  Bladder. 

The  exact  explanation  of  how  the  urine  is  retained  in  and  ex- 
pelled from  the  bladder,  as  well  as  the  cause  of  some  connected 
anomalous  phenomena,  is  by  no  means  settled.  It  will  be  most 
convenient  to  take  up  the  following  heads  : — 

I.  The  position  and  shape  of  the  empty  female  bladder,  and  the 
muscular  arrangements  of  bladder  and  urethra. 
.    II.  The  nervous  mechanism  of  bladder  and  urethra. 

III.  The  mechanism  of  the  expulsion  of  the  urine  from  the 
bladder. 

I.  77i6  Position  and  Shape  of  the  Female  Bladder  Empty  and 

Distended. 

The  female  bladder  when  empty  lies  in  the  pelvis  and  behind 
the  pubis.  The  urethra  blends  with  the  neck  of  the  bladder  at  an 
angle  of  about  90° ;  the  angular  interspace  thus  formed  behind  the 
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pubis  is  filled  up  with  loose  fat  (Fig.  1).     The  wjilla  of  the  bladder 
are  provided   with  loops   of  unstriped  muscular  fibre — extenml 


Fio.  1.— Vertieal  mesial  section  of  flroEen  oadsTer  (PiroRoff).   a,  in  tnat  of  anterior  Tsglnal  vail; 

b,  uteruA ;  c,  blaader. 

longitudinal  fibres,  circular  fibres  within  these,  and  an  internal 
longitudinal  layer  on  which  the  mucous  membrane  rests.  In  the 
male,  the  outer  layer  is  arranged  in  figure-of-eight  loops — the 
smaller  loop  being,  according  to  Pettigrew,  in  the  prostate,  and  the 
larger  one  in  the  bladder. 

The  sphincter  vesicte,  in  the  female,  suiTOunds  the  urethra ;  it 
consists  of  circular  and  longitudinal  unstriped,  and  circular 
(inner)  and  longitudinal  striped  muscle;  the  latter  ends  1^  cm. 
from  the  meatus  urinarius.  In  addition,  Luschka  describes  a 
special  sphincter  of  the  vaginal  and  urethral  orifices.  In  the  male, 
the  sphincter  vesiae  surrounds  the  prostatic  and  membranous 
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portions  of  the  urethra — the  muscle  being  both  striped  and 
unstriped.  In  the  prostate,  the  amount  of  unstriped  muscle  is  large. 
The  shape  of  the  empty  female  bladder  is  of  interest ;  I  say, 
specially,  "  of  the  empty  female  bladder,"  because  I  know  of  no 
drawing  or  section  of  the  empty  male  bladder.  Anatomists  have 
always  persistently  considered  the  state  of  the  bladder  when 
artificially  distended  to  a  moderate  extent.  In  the  female  the 
empty  bladder  has  one  of  two  shapes  :  it  is  either  small,  oval,  and 
firm  to  the  touch,  with  its  upper  border  convex  ;  or  its  upper  surface 
is  large  and  concave,  the  upper  half  fitting  into  the  concavity  of  the 
lower.  In  the  former  shape  the  anterior  and  posterior  surfaces  of 
the  mucous  membrane  are  in  contact ;  in  the  latter,  the  upper  and 
lower  halves  (large  in  area)  are  in  contact.  On  vertical  mesial 
section  we  find  the  mucous  membranes  of  urethra  and  bladder 
forming,  in  the  former  shape  a  curved  slit  (Fig.  2) ;  while,  in  the 


Fio.  2. — Vertical  mesial  section  of  female  pelvic  floor,  showing  contracted  empty  bladder  (Braune). 
The  peritoneum  descends  in  front  of  the  cervix  to  b  and  behind  the  vagina  to  rf;  b  a  and  d  c 
are  loose  extra-peritoneal  tissue. 
Note  the  direction  of  tlie  long  axis  of  the  anus,  at  right  angles  to  the  vagina. 

latter,  they  form  a  Y-shape,  the  posterior  limb  of  the  Y  being 
sometimes  the  shorter  (Fig.  1). 

The  shape  of  the  distended  bladder  is  well  seen  in  plates  by 
Pirogoff,  Braune,  and  others. 

Finally,  it  should  be  noted  that  the  bladder  and  urethra  are 
blended  with  the  neighbouring  organs.  The  union  of  the  bladder 
with  these  organs  is  a  loose  one.  In  the  female  the  anterior  wall 
has  loose  tissue  in  front,  while  its  posterior  wall  is  loosely 
connected  with  the  anterior  walls  of  vagina  and  cervix.  The 
urethra  has  loose  tissue  in  front,  but  behind  is  closely  blended 
with  the  vagina.  In  the  male  the  posterior  wall  of  the  bladder  is 
loosely   connected   with   the   rectum".     One   should    expect    this 
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armngeinont  in  an  organ  providod  with  a  muscular  arnmgemeiit 
whuse  contractiun  diiuinishes  its  area. 

II.  The  Nervous  Mechanism  of  the  Bladder  and  Urethra. 

The  spliiuctor  vesica)  has  a  certain  amount  of  tone,  which  has 
been  ascertained  as  follows : — The  abdomen  was  opened  and  one 
ureter  ligatured.  A  canula  was  passed  into  the  other  and 
water  poured  in  until  it  passed  out  at  the  urethra.  In  the  rabbit 
a  column  of  water  16  to  20  inches  in  height  was  required  to  over- 
come the  Umo.  If,  however,  the  spinal  cord  be  cut  between  the 
5th  and  7th  lumbar  vertebne,  the  pressure  required  sinks  to  six 
inches.  Section  at  the  level  of  the  4th  lumbar  vertebra  had  no 
effect  in  lowering  the  pressure  required  (Kupressow).  Further,  it 
has  been  noted  that  after  section  above  the  4th  lumbar  vertebra 
the  bladder  became  gieatly  distended,  while  after  section  at  the 
5th  or  6th  there  was  incontinence.  In  the  first  instance  the 
sphincter  centre  is  intact,  but  its  excito-motor  influences  cut  ofT; 
in  the  2nd  instance  the  spliincter  centre  is  destroyed  (Fig.  2). 


Fio.  8.— Nenroui  mechanism  of  bladder  (Power),    a,  Afferent  nenr*  of  epblnctera;  8  and  M, 

and  motor  gaugliv 

The  motor  nerves  for  the  bladder  are  the  3rd  and  4th  sacral.  Stimu- 
lation of  these,  in  dogs  and  rabbits,  caused  contractions  of  the  sphinc- 
ter ;  their  section  produced  paralysis.  The  sensory  nerves  of  the 
bladder  run  in  tlie  great  sympathetic,  and  hence  into  tlie  spinal  conl. 

Further,  liudge  found  that  electrical  stimulus  to  the  membran- 
ous portion  of  the  urethra  caused  a  contraction  of  the  sphincter. 
Finally,  stimulation  of  the  inferior  cut  surface  of  the  spinal  cord 
at  any  height  causes  bladder  contractions.  From  all  this.  Power 
in  an  able  article,  to  which  I  am  mainly  indebted  for  these  facts, 
concludes  as  follows : — 
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"  In  the  first  place,  looking  at  the  ordinary  sensations  that  are 
experienced  as  the  bladder  fills,  we  may  conclude  that  sensory 
impressions,  rising  gradually  in  intensity,  are  conveyed  (through  P) 
to  the  sensory  ganglia  (S),  from  whence  they  are  reflected  (through 
d)  to  the  motor  centre  (M),  and  from  thence  to  the  sphincter, 
causing  this  to  contract  more  firmly. 

"  If  the  bladder  becomes  greatly  distended,  the  impression  is  no 
longer  wholly  reflected,  but  passes  onwards  and  upwards  to  the 
brain  (through  S  and  along  X),  and  excites  conscious  uneasiness  or 
pain.  If  it  be  desired  to  retain  the  water,  an  impulse  is  trans- 
mitted by  motor  fibres  (through  Z)  to  the  motor  ganglion  (M),  and 
the  excito-motor  influence  (of  S)  on  the  sphincter  is  intensified  by 
the  will. 

"  But  suppose  that,  instead  of  holding  the  water,  it  be  desired  to 
discharge  it;  what  happens  ?  The  phenomena  that  are  then  presented 
seem  to  necessitate  the  admission  of  an  inhibitory,  restraining,  or 
regulating  centre,  which  must  be  in  close  proximity  with  the  excito- 
motor  centre,  and,  therefore,  at  the  lower  part  of  the  spinal  cord, 
for  the  action  of  the  will  in  this  matter  is  not,  like  its  own 
voluntary  muscles,  rapid  and  instantaneous,  but  is  exerted  only 
after  the  lapse  of  a  distinct  interval,  and  the  result  is  a  relaxa- 
tion of  the  sphincter. 

"We  may  conceive  this  impulse  to  pass  down  special  fibres  (Y)  to 
an  inhibitory  centre  (I),  which  may  either  act  directly  (through  L) 
on  the  motor  centre  (M),  or  possibly  may  send  branches  directly  to 
the  sphincter  muscles." 

So  far  as  this  explanation  goes,  the  urine  could  be  expelled  by 
the  reflex  inhibition  of  the  sphincter's  activity  without  any  con- 
traction of  the  bladder.  There  may  be,  however,  a  nervous  impulse 
transmitted  to  the  muscular  tissue  of  the  bladder  also. 

III.  Mechanism  of  the  Expulsion  of  Urine  from  the  Bladder. 

Urination  probably  occurs  in  the  following  way: — Urine  trickles 
along  the  ureters,  which  aid  its  passage  by  peristalsis,  and 
accumulates  in  the  bladder,  which  is,  for  a  reason  to  be  given 
further  on,  flaccid  and  non-contracted.  As  the  bladder  distends, 
it  assumes  the  shape  seen  in  plates  by  Pirogoff,  Kohlrausch, 
and  Ruedinger.  The  vesical  sphincter  is  kept  closed  by  the 
activity  of  its  motor  centre,  until  the  distention  reaches  the 
amount  causing  uneasiness.  By  a  voluntary  act  the  activity  of 
the  motor  centre  for  the  vesical  sphincter  is  inhibited.  The  mus- 
cular fibre  of  the  bladder  by  its  contraction,  aided  by  the  intra- 
abdominal pressure  acting  at  right  angles  to  its  peritoneal  surface, 
expels  the  urine.  When  this  is  accomplished  the  bladder  has  the 
shape  seen  at  Fig.  2.  At  the  end  of  urination  we  find  that  the 
strain  has  caused  the  pelvic  floor  to  bulge  down ;  in  the  inspira- 
tion following  it  rises  somewhat. 

The  bladder  does  not  retain  its  contracted  shape,  as  this  would 


BY  DR   D.   DKBKY   HAKT. 


95 


involve  prevention  of  the  entry  of  the  urine  from  the  ureters  into 
it  (James),  but  relaxes,  and  assumes  the  Y-shapc  sliown  at  Fig.  1. 
Thus  the  two  shapes  seen  at  Figs.  1  and  2  are  accounted  for  by 
the  suppoHition  that  the  bladder  has  its  systole  and  ita  diastole ; 
that  the  shape  at  Fij?.  2  is  the  bladder  in  systole,  fixed  by  rigor 
mortis;  that  the  Y-sliape  shows  the  bladder  in  diastole.     As  to 


Fio.  4.— rerppndlcuUrMCtlon  thmiif;h  the  end  of  the  rectum  (Riieding«r).  1.  MiieouRinembranr  nf  th« 
r«etuni;S.  Kound»ry  betwp«n  raiicoua  membrane  and  Rkin  of  buttock;  3.  Fat;  4.  Lcralor  ani ;  &. 
Sphincter  ant  cxtemus;  9.  Kibrv*  of  lungltudlnal  Injer,  ReparattnK  external  anhinrter  into 
pirta;  7.  Sphincter  ani  intemim;  8.  l.onKitiidlnni  niuHcular  fibrvii.  which  radiate  out  at  9; 
l.t.  I^>n|{itudinal  tibrea  of  muHciilares  mucoiw,  wliicli  radiate  out  at  IS:  11.  Circular  fit>res  of 
niuacular  oo*t;  6, 10,  and  14.  Slips  pasalng  into  tlHsue  beyond  (Ruedinger). 

the  diastole  of  the  bladder,  it  is  evident  that  the  blatlder  must 
relax  after  its  systole,  the  lower  relaxed  half  takes  the  shape  of  the 
subjacent  ]wlvis,  while  the  upper  half  drops  into  this.  Further,  at 
all  times  during  distention  tlie  bladder  has  quite  the  form  one 
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would  expect  from  the  trickling  of  a  fluid  into  a  viscus  having  the 
Y-shape  on  vertical  mesial  section  already  described. 

Finally,  the  existence  of  systole  and  diastole  explains  the 
anomalous  sucking-back  of  the  flexible  catheter  into  the  bladder, 
sometimes  experienced  at  the  end  of  urination.  In  regard  to  this 
I  should  advance  the  following  explanation: — Let  us  suppose  an 
ordinary  india-rubber  catheter  passed  into  the  distended  bladder ; 
by  muscular  effort  of  the  bladder,  intra-abdominal  pressure,  and 
relaxation  of  the  sphincter,  the  urine  is  expelled  along  it  until  the 
bladder  has  the  shape  seen  at  Fig.  2.  As  the  last  drop  of  urine  is 
expelled,  air  passes  into  the  rigid  catheter,  but  it  does  not  pass 
into  the  bladder,  as  the  eye  of  the  catheter  is  -closed  by  the  vesical 
raucous  membrane.  Thus  the  inside  of  the  catheter  is  exposed  to 
the  ordinary  atmospheric  pressure.  The  peritoneal  surface  of  the 
bladder  is  under  less  pressure  during  relaxation,  because  the 
ordinary  atmospheric  pressure  transmitted  through  the  abdominal 
walls  is  partly  counteracted  by  the  elasticity  of  these  walls.  At 
the  end  of  urination  the  pelvic  floor  rises  somewhat  from  its 
bulging-down  position ;  accordingly,  the  catheter  is  pushed  by 
atmospheric  pressure  into  the  relaxing  bladder  (now  assuming  the 
diastolic  form),  and  becomes  coiled  up  in  its  lax  folds.^ 

I  should,  therefore,  urge  that  the  urine  is  expelled  by  the  mus- 
cular action  of  the  bladder,  aided  by  intra-abdominal  pressure,  and 
that  the  bladder  has  its  systole,  followed  by  a  relaxation. 

The  Eectum. 

The  rectum  is  so  placed  that  intra-abdominal  pressure  presses 
its  anterior  and  posterior  walls  against  one  another  (Fig.  2).  Intra- 
abdominal pressure  does  not  act  in  the  long  axis  of  the  rectum. 
The  clinical  proof  of  this  is  absolute,  inasmuch  as  vaginal  pessaries 
are  not  forced  out  during  straining ;  the  vagina  lies  parallel  to  the 
rectum,  and,  as  intra-abdominal  pressure  forces  the  vaginal  walls 
together,  it  must  do  the  same  to  the  rectum. 

It  is  of  great  interest  to  note  that  the  anal  axis  cuts  the  vaginal 
and  rectal  axes  at  right  angles,  i.e.,  it  coincides  with  the  direction 
of  intra-abdominal  pressure. 

The  muscular  arrangements  of  the  rectum  are  of  importance ; 
we  have  muscularis  mucosae,  and  unstriped  muscular  fibres, 
circular  and  longitudinal.  The  anus  is  guarded  by  circular 
sphincters,  an  internal  and  an  external — the  internal  partitioned 
off"  by  fibres  from  the  muscularis  mucosae ;  the  external  divided  in 
the  same  way  by  longitudinal  fibres.     Thus,  the  longitudinal  fibres 

*  The  following  experiment  shows  exceedingly  well  the  effect  of  atmospheric 
pressure: — Take  two  test-tubes  of  such  a  size  that  one  fits  the  other  easilj',  but 
not  too  easily.  Fill  the  larger  half-full  with  water,  and  place  the  other  inside. 
Then  invert  both,  and  at  once  the  inner  will  be  pushed  up  by  atmospheric 
pressure  as  the  water  flows  out.  The  full  explanation  of  all  the  features  of 
this  experiment  is  complex,  and  I  do  not  enter  into  it  at  present. 

See  also  Dr  Duncan's  paper  on  the  "  Retentive  Power  of  the  Abdomen." 
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are  attached  to  a  fixed  point  below  (Fig.  4).  About  2J  inches  from 
the  ttiius,  we  have  the  so-culled  "third  sphincter;"  this  Cha<!wii;k 
doscriljes  as  two  semicircular  folds  of  nmcous  membrane  with 
circular  muscular  fibres,  lying  one  above  the  other,  and  on  opiKMito 
sides  (Fig.  5).  So  far  as  wo  have  gone  we  see  that  the  rectum  is 
80  placed  that  intm-alxlomiiud  pros- 
sure  does  not  tend  to  expel  its  con- 
tents, and  that  the  lower  end  of  the 
bowel  is  g\mrded  by  strong  sphincters ; 
when  these  relax  we  get  the  axis  of 
the  anal  canal  running  in  such  a 
direction  that  abdominal  pressure, 
coinciding  with  it,  is  in  the  line  most 
favourable  for  the  expulsion  of  any 
mass  lying  in  it. 

The  intestinal  contents  are  pro- 
pelled on  by  peristaltic  action,  the 
circular  fibres  of  the  colon  relaxing  to 
allow  the  mass  to  pass  on,  and  then 
contracting  to  drive  it  further  down. 
According  to  Hilton,  the  sensitive 
part  of  the  rectum  is  its  last  two 
inches ;  this  exactly  con-esponds  to 
the  part  between  the  anus  and  third 
sphincter. 

The  mechanism  of  the  expulsion 
of   the   rectal   contents    is    probably 

as    follows  : We    have     relaxation    of       no.  6.—  Rectum    dUteuded    by    »Ir, 

the  anal  sphincters,  and  contraction 
of  the  longitudinal  unstriped  muscular 
which  are  attached  to  a  fixed  point  below.  The  circiUar 
fibres  of  the  rectum,  especially  the  sphincter  tertius,  contract,  and 
intra-aUlominal  pressure  drives  the  rectum  down,  causing  the 
pelvic  fioor  to  bulge  markedly.  The  rectal  contents  are  thus 
elongated  and  driven  down,  partly  by  intra-abdominal  pressure,  but 
more  by  the  circular  fibres  and  downward  eversion  of  the  rectal 
mucous  membrane,  until  they  are  brought  within  the  anal  canal, 
where  intm-abdominal  pressure  completes  their  expulsion.  Re- 
laxation of  pressure  now  takes  place,  and  the  levator  ani  helps  to 
reinvert  the  protruded  mucous  membrane.  Chadwick  considers 
the  so-called  "  sphincter  tertius  "  to  act  as  a  detrusor  f;ecium.  I 
hardly  agree  with  him.  The  view  I  should  advance  is,  that  the 
part  of  tlie  bowel  specially  engaged  in  defecation  lies  below  this 
sphincter,  that  the  contraction  of  this  so-called  third  sphincter 
limits  the  eversion  of  the  mucous  membrane  of  the  l)Owel  as  well 
as  helps  on  the  passage  of  the  rectal  contents,  and  that  it  forms  an 
upper  boundary  to  the  rectal  ampulla  on  which  intm-abdominal 
pressure  acts.     It  is  extremely  probable  that  during  the  expulsion 
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fibres    of    the    bowel, 
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of  the  rectal  contents  the  part  of  the  rectum  below  the  sphincter 
tertius  is  pulled  forward  somewhat,  i.e.,  is  brought  more  into  an 
axis  favourable  to  the  action  of  intra-abdominal  pressure. 

Structural  Anatomy  of  the  Female  Pelvic  Floor. 

I  have  now,  in  the  last  place,  to  state  the  bearing  of  all  this  on  the 
structural  anatomy  of  the  female  pelvic  floor.  The  floor  is  to  be  con- 
sidered from  three  points  of  view :  parturition,  intra-abdominal 
pressure,  rectal  and  vesical  functions.  In  parturition  the  pubic 
segment  is  drawn  up,  and  lies  partially  above  the  brim ;  in  the  non- 
parturient  woman  it  is  pushed  against  the  sacral  segment  by  intra- 
abdominal pressure.  But  the  floor  is  partly  made  up  of  bladder  and 
rectum,  which  contain  in  their  walls  circular  unstriped  fibres,  whose 
contraction  diminishes  the  calibre  of  these  organs.  Now,  all  organs 
with  such  an  arrangement  have  their  periphery  almost  entirely  un- 
attached. In  the  pelvic  floor  this  is  not  the  case.  There,  however,  we 
find  the  bladder  and  rectum,  where  in  contact  with  other  structures, 
have  loose  tissue  intervening.  The  bladder  has,  accordingly,  loose 
tissue  in  front  and  behind ;  the  urethra  has  loose  tissue  in  front, 
while  the  rectum  is  loosely  tied  to  the  posterior  vaginal  wall. 
This  is  necessary  to  permit  the  circular  fibre  of  these  organs  to 
contract.  This  provision,  however,  introduces  the  weak  structural 
points  in  the  floor,  so  that  we  find  intra-abdominal  pressure  forcing 
intestine,  though  rarely,  behind  the  bladder,  or  between  the  vaginal 
and  rectal  walls.  Much  more  commonly  it  drives  down  uterus 
and  pubic  segment  en  masse,  stripping  the  posterior  vaginal  wall 
from  the  anterior  rectal  one. 

The  special  provision  for  the  functions  of  the  rectum  has  thus 
introduced  an  apparently  necessary  element,  which,  more  than  any- 
thing else,  leads  to  that  troublesome  hernia  called  prolapsus  uteri. 
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The  President  said  that  this  paper  threw  light  on  the  structure  of 
the  pelvic  organs  and  their  relation  to  the  pelvic  floor,  which  Dr 
Hart  has  made  his  special  study.  Dr  Hart  had  shown  that  the 
apparently  weak  points  in  the  pelvic  floor  held  a  close  relation  to 
the  functions  of  the  organs.  The  difference  in  the  directions  of  the 
three  pelvic  outlets  was  worthy  of  note,  those  of  the  urethra  and 
vagina  being  forwards,  while  that  of  the  rectum  is  backwards,  so 
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that  deficiency  of  the  perina?um  favours  pouching  of  the  anterior 
wall  of  tlie  rectum.  Tlio  sphincter  tertius  niij^ht  aid  in  closin;^  the 
rectum.  The  experiment  witli  the  t08t-tul>eji  demuuMtrated  how  the 
8uckin«,'  in  of  a  catheter  was  duo  to  the  atmosplieric  pressure.  Ho 
had  seen  tiiis  occur  in  a  patient  of  the  hite  Dr  Zi(^ler'8 ;  the  cath- 
eter broke  ofl'  half  an  inch  from  the  point  of  the  penis,  and  was 
sucked  back  at  once  into  the  bhidder. 

Z)?'  T.  II  Wilson  thought  that  tlio  experiment  with  the  test-tubes 
did  not  ex])hiin  tlie  retraction  of  the  catneter,  because  the  test-tube 
had  rigid  walls. 

Dr  harbour  showed  that  the  experiment  was  analogous,  inasmuch 
as  the  retraction  was  due  in  both  cases  to  atmospheric  pressure. 
In  the  case  of  the  test-tubes,  the  vacuum  was  created  through  ab- 
straction of  the  fluid  by  capillary  action.  In  the  case  of  the  bladder, 
it  must  be  created  by  elastic  recoil  either  of  the  walls  of  the 
bladder  or  of  the  abdominal  walls.  He  thought  Dr  Hart  had  given 
an  adniinible  explanation  of  the  mechanism  employed  in  defoKMition. 

Dr  Bruce  luid  occasionally  observed  that  there  was  difficulty  in 
withdrawing  the  catheter  from  the  empty  bladder,  which  was 
cleared  up  by  Dr  Hart's  explanation. 

III.  The  President  read  the 

QUARTERLY  REPORT  OF  THE   ROYAL  MATERNITY   AND 
SIMPSON  MEMORIAL  HOSPITAL. 

During  the  quarter  ending  January  31,  1882,  when  I  last  had 
charge  of  our  lying-in  institution,  I  had  the  satisfaction  of  having 
as  house  surgeons  Mr  James  Hewetson,  M.B.,  Buchanan  Scholar 
for  1881,  and  Mr  John  Waugh,  M.A.,  M.B.,  the  latter  of  whom  has 
drawn  up  the  report  which  1  now  present  to  the  Society. 

Extern  Cases.— The  extern  cases  were  numerically  below  the 
average;  they  numbered  90,  of  which  there  were  14  primiparas 
and  76  multipara?. 

The  average  age  of  the  former  was  22^  years,  of  the  latter  29^ 
years. 

As  regards  the  mortality,  there  was  1  death  among  the  mothers, 
following  on  abortion  at  three  and  a  half  months.  There  were  10 
fatal  and  infantile  deaths,  there  being  3  abortions,  5  still-born,  and 
2  infantile  deaths  (one  from  debility  three  hours  after  birth,  one 
from  convulsions  four  days  after). 

Of  the  87  labours  at  or  near  full  term,  80  were  natural  ;  1  was 
laborious  and  complex  (labour  commenced  with  rupture  of  mem- 
branes, forceps  were  applied  for  inertia  in  second  stage,  labour  was 
complicated  by  adherent  calcareous  placenta,  which  was  removed 
by  hand,  and  there  was  considerable  hemorrhage) ;  2  w^ere  laborious 
(in  1  of  which  forceps  were  used  for  inertia  in  second  stage ;  con- 
siderable  post-partum   hajmorrhage    followed,  the    inertia    after 
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delivery  being  complete ;  in  the  other  the  second  stage  was  linger- 
ing, position  K.O.P.,  in  which  case  the  occiput  did  not  rotate)  ; 
2  were  preternatural  (1  breech,  two  months  premature,  a  case  of 
still-birth  ;  1  a  case  of  exomphalos,  narrated  at  length  at  page 
80) ;  2  were  complex — 1  a  case  of  twins,  both  male  and  alive, 
both  L.O.A.  position,  two  complete  placentae,  united  at  one 
edge  by  membrane  :  patient,  aged  40,  was  confined  of  her  15th 
child ;  1  in  which  a  large  cystic  tumour  in  the  posterior  wall  of 
vagina  obstructed  the  head.  The  tumour  was  aspirated,  and  §xx. 
serum  evacuated ;  axis-traction  forceps  were  applied  to  the  head, 
which  was  engaged  at  the  brim,  and  delivery  effected,  the  child 
being  still-born.  The  case  was  complicated  by  maniacal 
symptoms,  and  by  severe  dyspnoea  from  chronic  bronchitis  and 
asthma.  One  case  of  gravid  retroversion  between  the  third  and 
fourth  months  occurred  in  a  patient  who  in  a  previous  pregnancy 
had  suffered  from  a  similar  condition ;  121  ounces  of  urine  were 
drawn  off;  spontaneous  reposition  of  the  uterus  took  place  ;  a  large 
Hodge  pessary  was  introduced,  and  allowed  to  remain  for  a  month. 
The  after  progress  was  entirely  satisfactory. 

Intern  Cases. — The  cases  treated  inside  the  Hospital  were  54  in 
number,  25  being  primiparse  and  29  multiparse ;  17  were  married, 
37  unmarried. 

Ages  of  Patients. — The  average  age  in  the  case  of  the  primiparse 
was  22  years,  in  the  multiparse  28  years. 

The  intern  cases  may  be  considered  under  the  respective  heads 
of  Pregnancy,  Parturition,  and  Puerperium. 

I.  Pregnancy. 

The  short  period  during  which  patients  remain  in  the  Hospital 
previous  to  their  delivery  renders  any  extended  observations 
impossible.  In  33  cases  labour  was  in  progress  when  patient  was 
admitted.  Of  the  54  deliveries  there  were, — i.-para,  25 ;  ii.-para, 
18  ;  iii.-para,  6  ;  iv.-para,  4  ;  vi.-para,  1. 

The  chief  complications  of  pregnancy  noted  were  as  follow : — 
One  patient  had  suffered  from  acute  bronchitis  for  a  week  previous 
to  admission.  When  first  seen  she  was  found  to  be  developing  the 
symptoms  of  pneumonia,  from  which  she  died,  as  hereafter  stated, 
sixteen  days  post-partum. 

One  suffered  from  most  distressing  pruritus  vulvae  for  the  last 
three  months  of  pregnancy.  Under  astringent  vaginal  injections, 
and  the  application  of  an  ointment  containing  iodide  of  lead, 
camphor,  and  carbolic  acid,  all  the  symptoms  disappeared  a  fort- 
night before  labour.  [The  house  surgeon  reports  that  he  treated 
with  the  same  ointment,  without  the  injections,  a  patient  in  the 
country  eight  months  pregnant,  suffering  severely  from  the  same 
condition.     The  result  was  equally  satisfactory.] 

In  one  case  gonorrhoea  formed  a  complication  during  the  last 
month.     The  puerperium  lasted  28  days,  owing  to  an  attack  of 
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(gonorrliooal  ?)  peritonitis.    The  child  sufTered  from  purulent  con- 
junctivitis, also  probably  gonorrlKual. 

Seven  patients  were  the  subjects  of  syphilis.  In  one  tho 
secondary  syniptoni.s  appeared  alK)ut  the  seventh  month  of 
prej,'nancy.  The  child,  ai)i)arently  healthy  at  birth,  showed  aignfl 
of  syphilis  after  patient's  dismissal  from  Hospital. 

In  one  patient,  who  was  treated  for  a  miscarriage  at  the  fifth 
month,  tho  disease  was  contracted  twelve  months  ago.  She  was 
six  months  previously  the  subject  of  an  alxirtion  at  the  thinl  month. 
Eighteon  months  ago  she  was  delivered  of  a  healthy  child. 

In  one  syphilis  was  contracted  about  two  and  a  (juarter  yean 
ago.  She  had  previously  borne  two  healthy  children.  Two  years 
ago  she  had  an  abortion  at  the  thirtl  month  ;  twelve  months  ago 
a  niisearriiige  at  seven  months.  The  labour  in  the  present  instance 
was  again  premature,  and  the  cliild  was  still-lwm,  putrid. 

One  sulVered  from  primary  syphilis  in  the  previous  pregnancy, 
in  which  case  the  child  died  at  the  age  of  3  months.  On  this 
occasion  the  child  died  of  trismus  on  tho  sixth  day. 

One  contracted  the  disease  five  years  ago,  at  the  time  of  an 
impregnation,  apparently.  The  child  developed  syphilitic  symptoms, 
and  died  at  the  age  of  3  months.  Twelve  months  ago  she  was 
treated  for  gonorrhoea.  In  the  present  case  mother  and  child  left 
Hospital  seemingly  both  quite  healthy. 

One  had  previously  suffered  from  syphilis.  Had  given  birth  to 
three  still-born  children.     The  present  child  survived. 

One  patient  showed  marked  signs  of  hereditary  syphilis,  and 
suffered  from  (syphilitic)  oztena.  The  child  was  apparently 
healthy. 

II.  Parturition. 

Duration  of  Labour. — In  the  r)4  intern  patients  the  average 
duration  of  labour  was, — first  stage,  11  lira.  21  min. ;  second  stage, 
1  hr.  33  min. ;  third  stage,  19  min. — making  a  total  average  duration 
of  13  hra.  13  min.  In  the  case  of  the  primiparie  the  duration  was, — 
first  stage,  13.  hra.  17  min. ;  second  stage,  2  hra.  18  min. ;  third  st^e, 
22  min. ;  whole  laboiir,  15  hrs.  57  min.  In  the  multipane  the 
average  duration  was, — firat  stage,  9  hra.  14  min.;  second  stage, 
51  min. ;  third  stage,  15  min. ;  whole  labour,  10  hra.  20  min.  The 
duration  of  the  average  primiparous  labour  was  therefore  fully  one- 
half  greater  than  that  of  the  average  multiparous  case. 

Presentations  and  Positions. — Of  the  54  cases  all  were  vertex 
presentations  except  3,  which  were  pelvic  (2  breech  and  1  footling). 
As  regards  position,  the  proportion  in  the  24  multipara  was, — 
L.O.A.,  19  ;  RO.r.,  4  ;  K.O.A.,  1 ;  LO.P.,  0.  In  the  primiparce,  24 
cases,— LO.A.,  15  ;  R.O.P.,  5 ;  R.O.A.,  4 ;  LO.P.,  0.  Of  the  3  breech 
cases,  1  was  R.S.P. ;  2  LS.A.  Of  the  remaining  3  cases  there  was 
1  ear  presentation  (in  a  premature  putrid  foetus),  1  unascertained, 
and  I  abortion. 

Plural  BirUis. — ^There  was  1  case  of  twins  in  a  ii-para,  who  bad 
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previously  been  confined  of  healthy  twins,  both  female.  Both 
were  vertex,  L.O.A.  There  were  two  distinct  bags  of  membranes, 
adjacent  surfaces  adherent.     The  smaller  child  was  born  first. 

Sex  of  the  Children. — Of  the  55  infants,  35  were  male  and  20 
female,  including  the  twins,  which  were  both  female. 

Mortality. — There  was  1  maternal  death,  as  stated  below. 
There  were  10  foetal  and  infantile  deaths,  viz.,  7  foetal, — 1  abortion, 
4  putrid,  2  still-born  (1  hydrocephalic  breech,  1  after  the  operation 
of  basilysis) ;  3  infantile,  viz.,  1  from  convulsions,  1  from  atelec- 
tasis pulmonum,  1  from  trismus. 

Classification  of  Labours. — Natural,  40.  Laborious,  9.  Preter- 
natural, 2  (breech).  Complex,  1  (twins).  Preternatural  and  com- 
plex, 1  (hydrocephalic  breech).  Natural  and  complex,  1  (compli- 
cated by  lung  disease).  Of  the  laborious  labours,  3  were  lingering, 
6  instrumental. 

Instrumental  Labours,  6  (5  forceps,  and  1  basilysis).  As  the 
latter  has  already  been  made  the  subject  of  a  special  communication 
to  the  Society,  further  notice  of  it  is  now  omitted.  A  short  note 
on  each  of  the  forceps  cases  may  be  interesting.  In  all  the 
instrument  used  was  Prof.  Simpson's  axis-traction  forceps. 

Case  1. — Mrs  B.,  ii.-para,  age  33.  Fifteen  years  ago  patient  was 
delivered  of  a  male  child  after  a  labour  lasting  three  days.  Labour 
was  in  progress  when  patient  was  admitted.  The  cervix  was 
found  hard  and  cartilaginous.  Labour  began  at  4  a.m.  on  the  11th 
Dec;  at  12  midnight  the  membranes  burst,  the  os  being  then  the 
size  of  a  small  tea  cup.  The  dilatation  proceeded  with  great  slow- 
ness on  the  12  th  from  the  rigidity  of  the  os,  which  was  apparently 
due  to  deep  laceration  and  cicatrization  in  the  previous  labour,  and 
the  feeble  and  infrequent  character  of  the  pains.  Hot  carbolized 
injections  and  unguents  had  no  effect  on  the  rigid  cervix ;  three  20 
gr.  doses  of  chloral  hydrate  were  also  given.  At  11.25  P.M.  on  the 
12th  forceps  were  applied  to  the  head  still  within  the  cervix,  which 
was  now  more  dilated,  and  the  child  delivered.  It  was  born  in  a 
state  of  suspended  animation,  but  after  the  withdrawal  of  a  con- 
siderable amount  of  mucus  from  the  larynx  and  back  of  the  throat 
by  means  of  a  catheter,  the  application  of  hot  and  cold  stimuli,  and 
various  methods  of  artificial  respiration,  kept  up  for  four  hours,  its 
breathing  became  regular,  and  the  surface  of  the  body  warm  and  red. 
A  considerable  portion  of  the  left  lung,  however,  remained  in  a 
condition  of  atelectasis,  and  from  this  cause  and  exhaustion  the 
child  died  seventeen  hours  after  delivery.  The  puerperium  on  the 
part  of  the  mother  was  normal,  the  temperature  never  rising  above 
98°-6. 

Case  2. — J.  H.,  i.-para,  age  22.  Pains  began  9"50  p.m.  13th 
Dec. ;  OS  was  fully  dilated  six  hours  later,  but  pains  then  became 
less  strong.  At  8.30  a.m.  on  the  14th  the  head  was  almost  en  the 
perineum,  pains  absent.  At  10.30  the  head  was  found  to  be  making 
no  progress.     Delivery  was  at  11  a.m.  easily  effected  by  forceps. 
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The  whole  duration  of  labour  was  13  hrs.  50  miu.  Patient  was 
dismissed  well  ten  days  later. 

Case  3. — M.  M.,  i.-para,  age  24,  was  in  labour  when  admitted 
on  Dec.  18th.  Vertex ;  liO.P.  position ;  mechanism,  complete 
internal  rotation  of  occiput  Duration  of  stage  i.,  14  hrs. ;  iL,  4 
hrs.  35  min. ;  iii.,  7  min.  As  hoad  had  l)een  over  2  hours  on  the 
perineum,  and  second  stage  hod  lasted  4|  hours,  patient  becoming 
exhausted,  and  swelling  of  perineum  threatening,  forceps  were 
used.  Expression  of  placenta  from  uterus  because  of  some  luumor- 
rhage.     Puerperium  normal. 

Case  4. — M.  A.,  i.-para,  age  19.  Labour  began  1  a.m.  3l8t  Dec. 
Os  fully  dilated  8.50  p.m.  ;  waters  escaped  6.30  a.m.  Presentation 
vertex ;  position,  LO.  A.;  mechanism,  flexion  at  brim  was  extremely 
well  marked.  Vagina  narrow ;  external  conjugate  measured  6| 
in. ;  interspinous  drain,  7^  in.  Duration  of  stages  i.  and  ii.,  20 
hours ;  iii.,  10  min.  The  membranes  ruptured  5^  hours  after  the 
commencement  of  labour,  when  the  os  was  dilated  to  the  size  of 
a  crown-piece.  During  the  day  pains  were  comparatively  feeble 
and  irregular,  the  os  dilating  only  very  slightly.  About  8.40  P.M. 
axis-traction  forceps  were  applied  within  the  cervix.  It  had  been 
noticed  tliat  the  inlet  of  the  pelvis  was  small  (justo-minor),  and  a 
considerable  amount  of  traction  was  required.  The  forceps  had 
to  bo  taken  off  and  re-applied  during  extraction,  owing  to  the 
rotation  of  the  head.  Mother  and  child  did  welL  Patient  was 
dismissed  fourteen  days  after  parturition,  when  the  cervix  was 
found  to  be  much  lacerated  and  deeply  fissured  in  all  directions ; 
vagina  narrowed  at  roof  by  several  cicatricial  bands. 

Case  5. — E.  W.,  i.-para,  aged  30;  pains  began  3  a.m.  25th 
January ;  os  fully  dilated  at  2.30  a.m.  on  26th ;  waters  escaped  at 
6.25  A.M.  on  puncture  of  the  membranes.  Presentation  vertex ; 
position  KO.P.;  mechanism,  complete  internal  rotation.  Duration 
of  stage  i.,  23^  hours  ;  ii.,  4  J  hours  ;  iii.,  4  min.  Patient  came  into 
hospital  about  8.30  a.m.  on  the  2oth ;  during  the  day  the  pains 
were  moderately  strong,  not  very  frequent.  They  then  almost 
ceased  for  a  few  hours,  but  about  2  P.M.  recommenced,  and  con- 
tinued fairly  strong  till  2  a.m.  (26th).  During  this  time  the  head 
slowly  rotated,  the  sagittal  suture  at  8  P.M.  being  transverse. 
Descent  was  very  delayed,  and  the  bag  of  membranes  did  not  rup- 
ture. The  OS  was  fully  dilated  at  2.30  a.m.,  and  the  head  began  to 
descend  more  rapidly ;  but  the  pains  agiiin  went  off,  and  she  had 
intervals  of  sleep  until  5.  At  5.30  the  head  was  found  fully 
rotated  and  low  down  in  the  pelvis.  As  the  pains  were  still 
feeble,  and  the  second  stage  had  lasted  four  hours,  forceps  were 
applied,  the  pains  for  the  last  hour  having  caused  no  appreciable 
advance  of  the  head.  Puerperium  was  protracted,  lasting  twenty 
days,  during  which  time  the  temperature  occasionally  rose 
high. 

Case  6. — Case  of  breech  presentation  complicated  with  minor 
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hydrocephalus.  J.  H.,  i.-para,  aged  22.  Pains  began  6  a.m. 
December  12th ;  os  fully  dilated  at  7  p.m.  ;  position  was  L.S.A. ; 
mechanism,  little  or  no  rotation  of  left  hip  towards  arch  of  pubes ; 
head  jammed  at  the  brim,  and  extended.  Artificial  interference  ; 
traction  was  made  on  the  breech,  combined  with  strong  pressure 
from  above,  when  the  child  was  born  as  far  as  the  umbilicus. 
Flexion  of  the  head  was  produced  by  external  pressure  and  the 
Prague  seizure  ;  the  delivery  of  the  head  was  completed  by  pressure 
on  the  forehead  through  the  rectum.  The  child  was  afterwards 
found  to  present  a  condition  of  minor  hydrocephalus,  the  anterior 
fontanelle  extending  to  the  root  of  the  nose,  and  the  sagittal  suture 
being  open.  The  forehead  was  specially  prominent.  The  child 
made  no  efforts  to  breathe,  although  the  ordinary  methods  of 
resuscitation  were  tried  for  some  time. 

In  4  cases  the  perineum  was  ruptured  to  such  an  extent  as  to 
demand  stitching.  In  3  of  these  cases  the  cure  was  complete  ;  in 
the  fourth  the  stitches  gave  way,  and  the  wound  healed  by 
granulation. 

It  is  interesting  to  note  that  in  the  only  three  cases  of  difficulty 
in  extraction  of  the  placenta  that  organ  was  small,  weighing  14  oz. 
in  a  case  of  severe  hour-glass  contraction  which  necessitated  the 
introduction  of  the  whole  hand  to  the  uterus  for  its  removal,  and 
12  oz.  in  each  of  two  other  cases  in  which  expression  of  the 
placenta  from  the  uterus  was  difficult.  The  average  weight  of  the 
placentae  during  the  quarter  was  1  lb,  6|  oz. 

III.   PUERPERIUM. 

The  average  duration  of  patients'  residence  in  Hospital  was  16|- 
days,  the  average  duration  of  the  puerperium  13|  days. 

Of  the  46  patients  whose  cases  were  complete  at  the  eijd  of  the 
quarter,  the  highest  temperature  during  the  puerperium  was — 
Not  above  100°  F.  in  28. 
101°  F.  in    6. 
102°  F.  in    5. 
103°  F.  in    3. 
104°  F.  in    4. 
The  only  case  which  gave  rise  to  grave  anxiety,  and  which  ended 
fatally,  was  that  of  Mrs  H.,  ii.-para,  aged  30.     She  was  in  labour 
when  admitted  at  2  a.m.  9th  January.    Vertex ;  L.O.A. ;  mechanism 
normal.     Duration  of  stages  i.  and  ii.,  7  hours  7  min. ;  iii.,  3  min. 
No  artificial  interference. 

Feculiarities. — Patient  came  in  suffering  from  a  sharp  attack  of 
bronchitis,  which  had  existed  a  week ;  breathing  laboured ;  some 
coughing  and  pain  in  the  chest. 

At  10  A.M.  9th  January,  seven  hours  after  her  easy  labour,  patient 
was  found  to  be  flushed  and  restless ;  temperature,  99°"4 ;  pulse, 
120,  bounding  and  full;  respiration,  36  per  minute;  and  she 
complained  of  lancinating  pain  over  the  base  of  the  left  lung, 
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aggravated  by  any  attempt  to  take  a  full  breath.     There  were  no 

after-pains,  and  no  dots  in  the  lochial  discliarge,  which  wa-s  iioniial 
in  character  and  amount.  1  )urin;^  the  next  eiglit  days  she  allowed  all 
the  symptom.s  and  signs  of  pneumonia  of  leftside.and  she  was  treated 
in  the  ordinary  nmnner.at  first  aconite,<iuinine,and  poultice.s.latterly 
stimidants  and  digiudi.s.  On  the  eighth  day  great  prostration  sud- 
denly set  in,  from  which,  under  stimulant  treatment,  she  rallied  on 
the  morning  of  the  22nd  January;  the  fourteenth  day  iMist-jmrtum 
she  had  several  severe  rigors ;  in  the  evening  her  i*espirations  were 
G2  ;  urine  and  I'leces  passed  involuntarily.  On  this  and  the  following 
days  she  had  subcutaneous  injections  of  ether  in  addition  to  the 
other  treatment ;  but  she  gradually  sank,  was  unconscious  for  the 
last  two  days,  and  died  on  24th  January,  about  IGJ  days  after  the 
birth  of  the  child.  At  the  auU^psy  I)r  Hamilton  found  the  left 
lung  pneumonic  and  bronchitis  in  both  lungs— filled  with  pus  or 
muco-pus ;  left  kidney  and  si)leen  showed  recent  infarctions ; 
mitral  valve  showed  large  bunch  of  recent  vegetation ;  uterus  con- 
tained in  its  cavity  a  piece  of  placenta  about  2  inches  long 
still  attached  to  the  mucous  membrane. 

The  House  Surgeon  would  note,  in  reference  to  the  piece  of 
])lacenta  ret^iined  and  its  i>ossible  effects,  that  the  pneumonia 
which  was  ai>parently  the  cause  of  death  was  developed  within  a 
few  hours  after  patient's  admission.  The  labour  was  easy ;  there 
was  no  interference  needed  to  expel  the  placenta,  which  came  spon- 
taneously three  minutes  after  the  child ;  there  was  no  hoimorrhage 
at  or  after  the  labour,  all  the  lochial  discharge  disappearing  on  the 
second  day,  and  reappearing  only  when  the  inflammation  al)ated  on 
the  ninth  or  tenth  day.  Carbolic  injections  were  continued  for  the 
first  three  or  four  days,  and  resumed  when  the  lochia  reappeared. 
There  were  no  after-pains  or  other  indication  that  the  placenta  was 
not  entirely  expelled ;  examination  of  the  secundines  immediately 
on  their  expulsion  showed  no  apparent  deficiency  of  placental 
tissue.  

Dr  Wilson  congratulated  Professor  Simpson  on  the  absence  of 
maternal  mortality,  with  the  exception  of  the  case  which  proved 
fatjil  through  pneumonia,  during  his  quarter  of  service. 

Dr  Thatcher  asked  why  the  forceps  were  not  applied  sooner 
in  the  cases  where  it  was  said  the  parts  had  become  cetleum- 
tous. 

Dr  Hart  drew  attention  to  the  case  of  a  syphilitic  mother  having 
a  healthy  child.  He  had  seen  two  similar  cases.  In  one  the 
mother  had  had  syphilis  four  years  previously,  and  then  gave  birth 
to  a  healthy  child.  In  another  case  the  mother  had  marked  here- 
ditary syphilis,  but  the  child  was  not  syphilitic 

Dr  Craig  thought  that  these  cases  might  be  analogous  to  cases  of 
phthisis,  in  which  the  disease  apparently  passed  over  one  genera- 
tion, but  was  reallv  latent. 
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Dr    Wilson  remarked  that  the  analogy  between   syphilis   and 
phthisis  did  not  hold,  as  the  latter  did  not  pass  over  a  generation. 


Mr  W.  B.  Alexander,  surgeon,  was  admitted  as  a  Fellow  of  the 
Society. 


Meeting  IX.— May  10,  1882. 
Professor  Alex.  Russell  Simpson,  President,  in  the  Chair. 

I.  The  President  showed  a  fibrous  polypus  of  soft  consistence 
which  had  been  expelled  in  part  from  the  uterus  ;  but  as  the  process 
was  stopping,  it  had  to  be  removed.  This  was  done  with  the 
ecraseur,  as  the  softness  of  the  tumour  prevented  removal  by  tor- 
sion. He  had  recently  removed,  in  another  case,  a  similar  tumour, 
which  was  of  firm  consistence,  and  was  being  slowly  expelled. 
Such  a  firm  tumour  was  easily  removed  by  torsion.  In  the  first  case 
the  tumour,  after  removal,  could  not  be  withdrawn  through  the 
narrow  vaginal  orifice  ;  it  had  to  be  diminished  by  spiral  incision. 

II.  Dr  Playfair  read  the  following  paper  by  J.  Matthews 
Duncan,  M.D.,  London,  on 

FCETID  PAEAMETRIC  AND  PERIMETRIC  ABSCESS. 

The  following  sad  case  of  parametric  abscess  terminated  fatally 
while  chloroform  was  being  administered  for  its  opening.  It  is  here 
narrated  because  the  resonance  of  the  abscess  extended  to  the 
thigh,  because  the  abscess  led  to  dilatation  of  the  ureter,  and 
because  of  some  points  connected  with  the  communication  estab- 
lished between  the  bowel  and  the  abscess.  I  derive  the  facts  of 
the  case  from  notes  of  Mr  Cronk,  resident  midwifery  assistant,  St 
Bartholomew's  Hospital. 

S.  S.,  aged  45,  charwoman,  was  admitted  into  "  Martha,"  in  St 
Bartholomew's  Hospital,  on  23rd  April  1881.  She  had  been 
married  22  years,  and  had  borne  eight  children,  of  which  the 
youngest  was  ten  weeks  old.  She  had  had  four  miscarriages,  of 
which  the  last  was  two  years  before  admission.  She  had  not 
nursed,  and  had  not  menstruated  since  her  confinement.  Two 
days  after  delivery  she  had  rigors  and  pain  in  the  hypogastrium, 
and  she  had  been  ill  and  unfit  for  getting  up  ever  since.  Seven 
weeks  before  admission  pains  began  in  the  hips  and  right  groin, 
and  had  become  gradually  worse. 

Between  23rd  April  and  14th  May,  when  she  died,  her  pulse 
varied  from  90  to  120,  and  her  temperature  rose  in  the  evening  to 
103°  or  104°,  and  was  in  the  morning  3  or  4  degrees  lower. 

On  admission,  the  right  thigh,  which  was  moved  with  pain,  was 
kept  bent  at  an  angle  of  about  30°.     Decubitus  on  the  left  side. 
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t1)u  patitiiit's  onlinary  position  when  in  good  hualtli.  Notliing 
except  tenderness  could  be  found  on  extuninin*,'  the  iiyiMjga.stric 
and  iliac  rc<;ions.  Per  va^inain,  a  di<^itul  examination  found  the 
uterus  elevated,  moved  hack  wards,  and  fixed;  a  dense,  tender,  only 
slightly  convex,  hardness  connecting  it  with  the  right  posterior 
r.ide  of  the  brim  of  the  |)elvis  In  the  right  groin,  just  below 
Poupart's  ligament,  and  extending  from  alK)ut  the  intjer  third  of 
the  ligament  outwards,  ImjIow  the  iliac  spine,  and  on  to  near  the 
great  trochanter,  and  extending  from  above  downwards  about  two 
inches,  was  a  slight  fulness  that  would  not  readily  attract  atten- 
tion. The  part  presenting  fulness  was  slightly  tender,  and  gave 
an  indistinct  feeling  of  fluid.  The  same  part  also  gave  to  the 
manipulating  fingers  a  feeling  of  gurgling,  not  resembling  emphy- 
sematous crackling,  atid  it  was  re.sonant  on  percussion. 

Lying  in  bed  she  became  much  more  comfortable,  her  symptoms 
all  less  severe,  about  the  beginning  of  May.  She  was  even  able  to 
extend  the  right  leg  completely  for  a  .short  time,  and  she  slept  on  the 
right  side,  or  that  of  the  disease  (the  usual  decubitus  in  parametric 
abscess),  liut  the  improvement  was  evidently  not  substantial,  and 
she  again  became  gradually  and  slightly  worse.  There  was  no 
evidence  of  jius  pointing  in  any  part.  Around  the  abscess  the 
tissues  liecame  hardened,  enclosing  it. 

On  14th  May,  after  consultation  with  Mr  Willett,  it  was  decided 
that  he  should  open  the  abscess.  An  incision  was  made  below 
Poupart's  ligament,  and  four  or  five  ounces  of  healthy-looking  pus 
with  fiecal  odour  were  discharged,  with  some  foetid  gas.  Nothing 
of  the  nature  of  solid  or  Huiil  fjeces  was  discovered.  The  finger 
could  lie  passed  from  the  incision  below  Poupart's  ligament  to  the 
right  side  of  the  pelvic  brim. 

She  had  tjiken  chloroform  quietly  and  naturally.  After  the 
incision  Mr  Cronk  ob.served  that  the  pulse  gave  a  few  irregular 
beats  and  ceased.  A  long  inspiration  wjis  followed  by  expiration 
and  death.  Attempts  at  resuscitation,  long  and  vigorously  made 
by  the  chloroformist  and  assistsmts,  failed.  The  quantity  of 
chloroform  used  was  estimated  at  a  drachm  and  a  half. 

Post-mortem,  from  notes  of  I)r  Norman  Moore,  pathologist. — 
Body  well  nourished.  A  wound  above  two  inches  long  in  right 
groin.  Abdomen  full.  Calvarium  and  meninges  normal.  Lungs 
firndy  adiierent  at  bases  by  old  adhesions.  Heart  freely  movable 
in  pericardium;  valves  natural;  cavities  all  quite  empty;  tissue 
soft,  not  mottled ;  weight  nine  ounces.  Liver  normal.  Spleen 
soft,  enlarged,  weighing  seven  and  a  half  ounces.  Kidneys  normal, 
except  the  presence  of  a  cyst  in  the  left.  Hladder  normal.  Uterus 
healthy.  Kight  ureter  obstriicted,  and  dilated  to  a  size  exceeding 
that  of  tense  repletion  by  pressure  of  thickened  tissues  in  pelvis. 
Ovaries  thicker  than  normal ;  in  the  left  a  cyst  of  the  size  of  a 
hazel-nut.  Right  psoas  muscle  infiltrated  with  pus  in  its  lower 
part.     An  abscess   in  the  pelvis,  extending  from  lowest  lumbar 
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vertebra,  inside  the  caecum,  which  bounded  it  to  the  right ;  on  the 
left  it  was  bounded  by  thickened  matted  tissues  comprising  the 
uterus  and  a  loop  of  the  sigmoid  flexure,  which  was  firmly  adherent 
to  it.  In  this  flexure  was  a  small  opening  which  would  easily 
transmit  a  pin's  head,  and  in  the  intestine  was  some  yellow  pus. 
Downwards  the  abscess,  enclosed  by  hardened  thickened  tissue, 
extended  beneath  Poupart's  ligament  to  the  upper  part  of  thigh. 

It  is  to  be  noted  that,  in  this  case,  the  abscess  communicated 
with  bowel  of  the  opposite  side  of  the  body. 

When  an  abscess  is  found  to  contain  foetid  pus,  it  does  not  gener- 
ally, on  that  account,  receive  the  designation  foetid :  it  is  spoken 
of  as  an  abscess  containing  or  discharging  foetid  pus.  When,  in 
addition  to  foetid  pus,  an  abscess  contains  fcetid  gas,  then  such 
an  abscess  is  generally  called  foetid ;  but  ordinarily  an  additional 
condition  is  implied  in  the  name  foetid  abscess,  namely,  communi- 
cation of  the  abscess  with  the  bowel.  No  doubt  most  abscesses 
containing  air  do  draw  it  by  some  opening  from  the  intestines ;  it 
is  intestinal  gas  that  is  in  them.  But  many  foetid  abscesses — that 
is,  abscesses  containing  foetid  air — have  no  communication  with  the 
bowels,  and  of  such  we  have  often  examples  in  "Martha." 

When,  in  addition  to  foetid  air,  an  abscess  contains  or  discharges 
solid  or  fluid  faeces  or  other  matters  that  pass  along  the  intestinal 
canal,  then  intercommunication  of  abscess  and  bowel  is  certain. 
An  opening  has  taken  place,  allowing  of  (but  not  necessarily 
followed  by)  mutual  interchange  of  contents  between  the  two : 
and  the  abscess  is  called  fa3cal. 

The  discharge  of  pus  from  a  perimetric  or  parametric  abscess  into 
bowel  is  generally  recognised  by  the  diminution  of  the  abscess  and 
the  appearance  of  pus  in  the  stools.  If,  however,  the  opening  of 
the  abscess  is  high  in  the  intestinal  canal — as,  for  instance,  in  the 
small  gut,  or  if  the  amount  of  pus  discharged  is  very  small,  as  in 
the  case  narrated — there  may  be  no  pus  seen  in  the  stools.  The 
discharge  of  air  from  an  abscess  into  the  bowel  cannot  be  recognised 
except  by  sudden  diminution  of  amount  of  air  in  the  abs(;ess. 

Air  in  a  perimetric  or  parametric  abscess  may  be  derived  from 
the  abscess  wall,  from  decomposing  pus  or  blood,  or  from  the  in- 
testinal contents  through  a  channel  of  communication  between  the 
abscess  and  bowel ;  and  the  last  is  the  most  frequent  source. 

Before  a  fcetid  abscess  is  opened  the  source  of  the  gas  cannot  be 
decided.  Some  circumstances  may  make  it  probable  or  improbable 
that  it  is  derived  from  the  bowel,  namely,  the  region  occupied  by 
the  abscess,  the  sudden  or  slow  appearance  of  a  large  quantity  of 
gas  in  the  abscess,  the  more  or  less  distinct  feeling  of  fseces  in  it. 
After  the  opening,  or  at  the  time  of  opening,  the  source  of  the 
fcetid  air  may  be  made  plain  by  the  discharge  of  fluid  or  solid  faeces 
or  other  matters  derived  from  the  intestine. 

When  pus  and  foetid  air  alone  are  discharged  from  such  an  abscess, 
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there  is  dilliculty  in  docidiiig  the  iiitorestinj?  question  of  the  source 
of  tlie  fci'tid  air.  Wo  Imvo  held  tluit  the  air  was  not  *lerived  from 
tlio  bowel  wluMi  it  was  di.scharj,'L'd  with  considertible  force  at  ojien- 
ih}^',  when  it  was  dischar^^'od  only  at  or  near  the  time  of  oi>cnin«{, 
when  the  odour  of  the  gas  wjis  only  putrid,  not  distinctly  feculent, 
and  when  the  abscess  healed  in  a  usual  way.  But  these  conditions, 
when  ])re.sent  sin^^Iy  or  combined,  do  not  settle  the  )Mjint. 

Air  {>assin<^'  from  the  bowel  into  an  aKscess  generally  enters  a 
cavity  in  which  it  is  securely  eJiclosed  ;  but  it  is  {Kjssible  that  it 
may  piM-meate  the  cellular  tissue  emphy.senui-liko ;  an«l,  in  the 
casus  narnitt'd,  Dr  (Jodson  described  the  earliest  feeling  of  the  air- 
containing  part  as  tliat  of  emphysema.  Wiien  I  fii-st  saw  the  case 
the  feeling  was  distinctly  not  that  of  emphysema,  but  of  air- 
gurgling,  and  it  suggested  the  presence  of  hernia,  an  idea  which  was 
excluded  by  the  remote  and  ])eculiiir  position  of  the  air-gurgling 
and  of  the  resonance  on  percussion.  IJut  it  is  quite  possible  that 
emphysema  in  these  parts  preceded  8Ui)puration  or  extension  of 
abscess  into  them,  and  that  what  Dr  (Jodson  felt  was  true  emphy- 
sema; and  it  has,  in  connexion  with  this  emphysema  anticipating 
abscess,  to  be  noticed  that  at  firet  the  air  was  surrouniled  by  no 
hardened  tissue  such  as  appeared  subsequently  and  formed  a  dis- 
tinct boundary  at  last  to  the  abscess. 

This  case  and  many  others  illustrate  the  passage  of  air  alone 
from  the  bowel  into  the  abscess;  and  I  believe  this  to  be  a  matter 
of  great  importance  in  some  cases.  In  cases  which  have  two 
openings,  the  second  opening  being  made  by  nature  or  artificially 
as  in  our  aise,  the  passage  even  of  fteces  into  the  abscess  is  not  of 
first-rate  importance,  for  the  feculent  matters  can  i)ass  out  of  the 
abscess,  and  the  abscess  heals  well.  I  have  put  on  record  a  case 
of  parametric  abscess  bursting  into  the  rectum,  in  which  the  abscess 
became  repeatedly  h'lled  and  again  partially  emptied  of  freces  and 
air,  so  illustrating  the  passage  out  of  ^he  abscess  of  fteces  even 
when  there  was  only  one  opening.  But  such  evacuation  of  the 
abscess  would  surely  not  be  complete ;  some  feculent  particles  or 
masses  would  remain.  In  parametric  and  perimetric  abscesses 
having  only  an  opening  into  the  bowel  and  conUiining  only  foetid 
gas  in  addition  to  pus,  there  may  be  saprajmic  symptoms  long 
present ;  but  the  abscess  may  heal,  the  air  being  absorbed  or  ex- 
pelled. But  when  fieces  are  in  such  an  abscess  they  are  not 
likely  to  be  expelled,  and  cannot  be  absorbed  ;  and,  besides,  in 
cases  which  I  have  examined  post-mortem  the  fteces  evidently 
caused  great  inflammation  of  the  abscess  wall,  and  sometimes 
even  sloughing. 

When  a  connnunication  is  established  between  a  parametric  or 
perimetric  abscess  and  bowel,  the  process  is  ordinarily  described  as 
the  bursting  of  the  abscess  into  the  bowel.  The  behaviour  of  a 
subcutaneous  abscess  is  invoke<l,  and  the  perimetric  or  parametric 
abscess  is  supposed,  like  most  subcutaneous  abscesses,  to  point  aud 


110  F(ETID   PAKAMETIUC   AND   PEEIMETKIC   ABSCESS, 

actively  burst.     But  in  all  this  there  is  too  much  assumption  or 
mere  guessing. 

In  many  cases  there  is  good  evidence  of  this  being  the  real 
course.  The  abscess  may  be  felt  bulging  into  the  bowel,  pointing, 
and  the  discharge  is  sudden  and  copious  when  the  opening  takes 
place.  A  similar  course  is  followed  in  many  abscesses  opening 
into  the  bladder  or  discharged  per  vaginam.  But  this  course, 
though  common,  is  far  from  being  a  universal  rule. 

In  some  cases,  as  in  that  recorded  here,  there  never  is  any 
tension  of  the  abscess  walls,  never  any  visible  pointing  nor  reason 
to  suppose  it.  Ulceration,  probably,  in  my  opinion,  beginning  in 
the  abscess  cavity  (i.e.,  at  the  peritoneal  surface  in  perimetric 
abscess),  establishes  a  communication  between  cavity  and  bowel. 
There  is  no  active  discharge  into  the  bowel,  but  a  little  pus  may 
pass  the  opening.  There  is  no  discharge  into  the  abscess  from 
the  bowel,  but  air  may  pass  from  the  latter  into  the  former. 

The  physical  properties  of  gases  give  them  a  power  of  passing 
which  renders  their  entering  the  abscess  practically  easier  than 
the  entering  of  liquids,  and  still  more  of  solids.  But  liquids  and 
solids  may  pass  into  the  abscess-cavity.  I  cannot,  however,  admit 
that  liquids  or  solid  fseces,  although  they  may  pass  or  be  drawn 
into  the  abscess  cavity,  can,  except  in  a  very  rare  combination  of 
conditions,  be  propelled  or  burst  into  it.  In  other  words,  while 
an  abscess  often  bursts  into  bowel,  bladder,  or  vagina,  it  must 
be  extremely  rare  for  anything  to  occur  like  a  bursting  of  bowel, 
vagina,  or  bladder,  into  an  abscess-cavity.  The  passage  of  liquids 
and  solids  into  abscess-cavities  (or  ovarian  cysts)  from  these  viscera 
I  have  elsewhere  discussed  (see  my  work  on  Perimetritis  mid 
Parametritis,  p.  167;,  and  I  shall  here  only  repeat  the  utter  in- 
applicability of  the  valvular  theory  ascribed  to  Dupuytren  and 
extensively  adopted,  a  theory  implying  such  an  opening  as  permits 
in  most  cases  only  of  liquids  to  leave  the  abscess,  not  anything  to 
enter  it.  This  theory  cannot  be  entertained  by  any  one  who  has 
seen  the  actual  openings.  The  existence  of  communication  be- 
tween replete  cavities  without  any  active  interchange  of  contents 
from  one  to  the  other,  or  vice  versa,  is  illustrated  in  the  foetal  heart, 
in  abscesses  communicating  with  arteries,  and  in  other  cases. 

Before  concluding,  it  is  to  be  remarked  that  no  symptoms  dis- 
tinctly referable  to  the  dilatation  of  the  ureter  were  noted.  Yet 
it  is  possible  that  pains  about  the  hips,  which  the  patient  described 
as  coming  on  in  the  course  of  her  illness,  may  have  been  due  to 
this  obstruction  to  the  How  of  urine ;  and  in  other  cases  of  urethral 
dilatation  I  have  connected  with  this  pathological  condition  pains 
in  the  hips  and  flanks,  and  urine  sometimes  copious,  generally  of 
low  specific  gravity.  

The  President  said  the  Fellows  were  greatly  indebted  to  Dr 
Matthews  Duncan  for  this  communication  on  what  was  a  compara- 
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lively  mre  comlition.  With  rej^jird  to  fcetid  {Hilvieabecesses,  it  was 
diflicult  both  to  tmcu  tiu:  (late  of  their  W'oiiiin^  foetid  niid  to 
ascertain  the  source  of  the  fcetor.  Communication  with  the 
int^'stiiml  ctiiml  was  not  always  the  cause  of  tlie  UvtoT.  When  pus 
was  iliHeliar;j[ed  thr()Uj,'h  the  posterior  fornix,  it  was  sonietiincs  fa'tid 
from  slougliing  of  lari,'o  portions  of  tissue,  such  as  the  ixdvic  fascia. 
He  had  seen  a  case  of  abscess  which  opened  first  into  the  rectum 
and  afterwards  into  the  bladder,  so  that  faeces  |)a8sed  |>er  vesicam. 
The  urine  never  passed  per  rectum,  which  seemed  to  imply  that 
there  was  a  valvular  action  allowing  solid  matter  to  i^ass  in  one 
direction  but  preventing  lluid  from  passing  through  in  the  other. 
This  abscess  healed  on  the  ai>plicati<»n  of  nitrate  of  silver  to  the 
fornix. 

JJr  Gordon  said  that  abscesses  in  the  perinojura  have  naturally  a 
fcetid  odour,  even  although  they  do  not  communicate  with  the  bowel. 

/>/•  Peter  Youiuf  remarked  on  the  fa'tor  of  abscesses  at  the  outlet 
of  the  vagina,  and  also  in  the  tonsils.  This  was  due  to  the  absorp- 
tion of  gases.  Butyric  acid  j)ermeated  the  walls  of  an  abscess.  The 
condition  of  the  i)us  in  l)r  Duncan's  case  might  be  due  to  absorption 
of  gas  through  the  walls  of  the  bowel,  and  the  communication 
with  the  bowel  might  have  been  produced  post-mortem. 

Dr  Croom  said  tlmt  the  fcetor  of  abscesses  near  the  genitals  and 
at  the  labia  might  be  due  to  the  access  of  air.  In  carcinoma  of  the 
fundus  the  discharge  was  less  fa'tid  than  in  carcinoma  of  the 
cervix,  probably  because  there  was  less  access  of  air. 

Dr  Hart  thought  that  the  distinction  made  by  Dr  Matthews 
Duncan  between  a  merely  bad-smelling  and  a  putrid  abscess  was 
important.  He  had  seen  a  tonsilitic  and  also  a  sublingual  abscess, 
each  of  which  hatl  a  strong  odour,  but  neither  showed  bacteria  on 
microscopic  examination.  A  bad  odour  was  no  j)roof  of  putrefac- 
tion. As  to  the  cause  of  the  patient's  death,  it  was  due  to  her 
getting  too  little  instead  of  too  much  chloroform.  He  would  like 
to  see  the  woman  who  died  from  the  administration  of  3iss.  of 
chloroform. 

Dr  Church  thought  that  the  question  of  odour  as  a  sign  of 
putrefaction  had  an  important  bearing  on  antiseptic  dressing.  The 
j)resence  of  a  bad  odour,  or  even  bacteria,  was  no  i)roof  that  the 
wound  might  not  be  kept  aseptic.  He  had  used  antiseptics  in  a 
psoas  abscess  which  had  a  very  bad  smell;  no  symptoms  of  putrefac- 
tion followed.  As  to  the  transmission  of  odours,  it  was  of  physio- 
logical interest  to  note  that  the  odour  of  substances  inhaled  by 
the  lungs  might  appear  in  the  flatus  from  the  intestine. 

Dr  liarhour  drew  attention  to  the  dilatation  of  the  ureter  and 
hydronephrosis  which  were  present  as  the  result  of  the  exudation. 
This  condition  was  often  observed  post-mortem  in  carcinoma. 
Urtemia  from  this  condition  was  a  not  unfrequent  cause  of  death. 
It  had  not  been  often  described  post-mortem  as  the  result  of 
inflammatory  conditions. 
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III.  Professor  Simpson  then  read  the 

QUARTERLY  REPORT  OF   THE   ROYAL  MATERNITY   AND 
SIMPSON  MEMORIAL  HOSPITAL. 

The  following  report  represents  the  work  in  our  lying-in  hospital 
during  the  quarter  from  1st  February  to  30th  April.  Mr  James 
Hewetson,  M.B.,  and  Mr  J.  Borthwick,  M.B.,  had  been  appointed 
house  surgeons ;  but  these  gentlemen  liaving  retired  from  office 
during  the  quarter,  they  were  succeeded  by  Mr  T.  Wharton  Cox, 
M.B.,  and  Mr  E.  D.  Macgregor,  who  have  drawn  up  the  record. 

Extern  Cases. 

The  total  number  of  cases  treated  in  this  department  was  162. 
Of  these  only  22  were  primiparai,  140  multiparse.  The  average 
age  of  the  former  was  20"4  years,  of  the  latter  23'6  years. 

Mortality. — There  was  one  maternal  death,  due  to  post-partum 
haemorrhage,  and  13  fcetal.     Of  the  13  children  7  were  still-born, 

2  being  putrid ;  4  died  after  birth,  2  from  debility,  2  from  con- 
vulsions. 

Instrumental  Labours. — Forceps  were  applied  in  13  cases,  the 
indications  for  tlieir  use  being  as  follows :  2  cases  justo-minor 
pelvis,  3  cases  inertia,  3  cases  prolonged  labour,  1  case  persistent 
occipito-posterior  position,  2  cases  flat  pelvis,  1  case  prolapsed 
funis,  1  case  was  a  brow  complicated  with  prolapse  of  the  cord. 
All  of  these  cases  did  exceedingly  well. 

Presentations.— 'L.O. A.,  138 ;  E.O.A.,  10 ;  E.O.P.,  3  ;  L.O.P.,  2 ; 
face,  1 ;  brow,  1 ;  1  footling ;  iDreech,  3  (L.S. A.,  2,  and  E.S.P.,  1). 

Plural  Births. — There  were  3  cases  of  twins,  and  in  all  the 
presentations  were  head  and  breech. 

Intern  Cases. 

The  number  of  patients  treated  in  the  house  numbered  56, 
Of  these  27  were  I.-parse,  11  were  Il.-parse,  7  were  Ill.-parae,  5 
were  IV.-parse,  and  5  had  borne  more  than  4  children. 

Age  of  Patients. — The  average  age  of  the  primiparse  was  24*8 
years;  youngest  17,  oldest  37.  Multiparas,  average  age  was  28*8; 
youngest  21,  oldest  38. 

Classification  of  the  Labours. — 7  were  laborious,  2  preternatural, 

3  complex,  2  precipitate,  the  remaining  42  normal. 

Duration  of  Labour. — The  average  duration  of  the  primiparse 
was  as  follows : 

1st  Stage. — 14  hours  57  minutes ;  shortest  1  hour,  longest  72 
hours. 

2nd  Stage. — 1  hour  37  minutes ;  shortest  15  minutes,  longest 
11  hours. 

?>rd  Stage. — 221  minutes,  without  counting  the  time  taken  in 
one  case  of  retained  and  adherent  placenta.      The  average  time 
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was   16*4  minutes;   sliortest   3    niinuUis,    longest    2    hours    45 
minutes. 

Multipara!.  \st  Stage. — 6  hours  58  minutes ;  longest  18  hours, 
shortest  precipitate. 

2i\d  Staije. — 1  hour  21  niimites;  longest  7  hours  30  minutes, 
shortest  precipitate. 

3rd  Stage. — 18  minute.s;  lonj^est  40  minuLcs,  shortest  nil,  the 
placenta  coming  directly  after  the  chihl. 

Thus  the  avurnge  ilunition  of  labour  in  primiparro  was  16  hours 
56  minutes ;  in  nniltipara?,  8  hours  'M  minutes.  The  average 
duration  of  all  the  labours  was  12  hours  40  minutes. 

The  average  length  of  the  cord  was  22*0  i  uiches ;  the  longest 
37 i  inches,  shortest  9  J  inches. 

rresentaiioTis. — With  regard  to  the  presentation  of  the  children 
in  the  total  56  cases,  52  were  vertex,  2  breech,  2  cases  twins,  in 
one  of  which  both  f(etuses  presented  by  the  vertex,  in  the  other 
one  fcetus  by  the  vertex,  the  other  by  the  shoulder. 

iW/i(ww.— Multii)ane,  LO.A.,  20;  RO.A.,  2 ;  K.O.P.,  1 ;  LO.P., 
1 ;  face,  1 ;  breech,  2.     I'rimiparae,  LO.A.,  19  ;  ILO.A.,  6 ;  face,  1. 

Of  the  two  })lural  births,  l)oth  were  in  nmltiparous  women. 
(1.)  1st  child,  vertex  LO.A. 
2nd     „  „      lt.O.P. 

(2.)  Ist     „  „      LO.A. 

2nd     „      riglit  shoulder  presentation. 

Sex  of  the  Children. — In  the  twins,  1st  jmir  were  of  the  opposite 
sexes ;  2nd  pair,  both  were  males.  The  cliildren  of  the  multiparte, 
11  were  males,  16  females;  primiparaj,  12  males,  14  females. 

Mortality. — There  were  no  maternal  deaths.  4  ftetuses  were  lx)m 
putrid,  all  of  which  were  premature  ;  1  was  stillborn,  .Sdied,  1  was 
accidontiilly  overlain,  1  died  of  infantile  convulsions,  1  from 
debility. 

There  were  3  instrumental  labours  in  the  house.  In  one  case 
forceps  were  had  recourse  to  when  the  head  was  low  down  in  the 
pelvis  for  non-rotation  forwards  of  the  occiput  In  the  other  two 
cases  axis-traction  forcejis  were  applied  in  consequence  of  uterine 
inertia  having  become  established.  All  did  well  and  made  a  rapid 
and  good  recovery. 

The  avemge  duration  of  the  patients'  stay  in  the  house  was  from 
14  to  10  days,  thougli  some  patients  remained  as  long  as  19  or  21 
days.  This  was  owing  to  their  liavinghad  either  some  complication 
of  an  inihunmatory  nature,  or,  as  in  2  cases,  a  prolonged  stay  was 
necessit^itod  by  the  slowness  with  which  recovery  took  place  after 
rupture  of  the  perinieum. 

Camlition  on  Uiftniissal. — In  11  cases  the  fundus  uteri  was 
forwanls  and  to  the  right ;  in  4  cases  it  was  retroHexed ;  in  3 
cases  it  was  forwards  and  to  the  left;  in  the  remainder  it  was 
simply  lying  forwards. 

Height  of  Fundus. — In  2  cases  it  was  below  the  brim,  in  8 
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it  was  level  with  the  brim,  in  all  the  other  cases  it  was  at  points 
varying  from  half  an  inch  to  ?)^  inches  above  the  brim.  Only  in 
one  case  was  it  as  high  as  3^  inches  above,  and  in  two  about  3 
inches  above. 

Cervix. — In  every  case  the  os  uteri  was  fissured,  in  5  cases  to 
the  right  only,  in  18  transversely,  and  in  the  remainder  to  the 
left  side  only. 

State  of  Perinceum. — Rupture  of  perinteum  took  place  in  8  cases ; 
in  one  case  there  had  been  a  previous  rupture.  Six  of  the 
women  were  primipara?  and  two  multipart©.  In  one  case  wire 
sutures  were  used,  in  all  the  others  carbolized  catgut ;  all  did  well 
and  healed  rapidly,  except  in  one  case  where  all  the  sutures 
gave  way  on  the  5th  day ;  but  the  perinseum  had  healed  well  before 
she  was  dismissed. 

Special  Cases. — The  following  cases  have  been  selected  as  of 
special  interest  and  worthy  of  record. 

No.  I.  Case  of  Anencephalous  Fcetus. 

Mrs  C,  an  inmate  of  North  Leith  Poorhouse,  was  admitted  to  the 
Royal  Maternity  Hospital  on  10th  December  1881. 

Anamnesis.  She  was  35  years  of  age  and  Vlll.-para.  Menstrua- 
tion began  at  16,  was  of  the  28-day  type,  and  lasted  4  days  with 
a  moderate  amount  of  discharge.  The  last  menstruation  was  in 
the  end  of  February,  and  she  first  felt  stirrage  in  June.  Her 
condition  during  pregnancy  was  fairly  good,  and  there  were  no 
complications.  Patient  had  7  previous  children,  with  normal 
labours  and  puerperia.  Between  the  births  of  the  6th  and  7th 
children  she  had  two  miscarriages — one  at  6  weeks,  the  other  at 
2  months.  The  last  child  was  born  2  years  ago.  She  nursed  all 
her  children  except  one,  who  died  24  hours  after  birth. 

Physical  Pxamination  on  16th  December  1881.  Her  general 
appearance  was  fairly  good.  The  glandular  substance  of  the 
breasts  was  apparently  atrophied ;  the  nipples  were  large  and 
prominent.  The  abdomen  was  prominent  and  much  pigmented 
with  old  and  new  striae  present,  and  the  umbilicus  was  flattened 
out.  The  abdominal  walls  were  lax ;  nothing  abnormal  could  be 
diagnosed  in  the  abdominal  cavity.  The  fundus  uteri  reached  to 
1|  inches  below  the  ensiform  cartilage.  The  direction  of  the 
uterus  was  to  the  right,  and  its  form  ovoid.  The  head  of  the  foetus 
was  doubtfully  felt  at  the  brim  of  the  pelvis.  On  auscultating 
a  uterine  bruit  could  be  heard  on  the  right  side ;  the  foetal  heart 
was  heard  with  difficulty  to  the  left  and  below  the  umbilicus,  and 
a  confused  rumbling  over  the  lower  pole  of  the  uterus.  Vaginal 
exploration  showed  the  perinaeum  to  be  torn  to  the  sphincter  ani. 
The  vagina  was  very  lax  and  moist;  the  cervix  transversely 
fissured ;  the  os  externum  admitted  the  tip  of  finger ;  os  internum 
was  closed.  The  foetus  could  be  felt  high  up.  Rectum  and 
bladder  were  normal. 
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LuboHr.     From    date    of   admission   f>ains  set  in   at    various 

tiiutJH,  l)ut  always  Hulisided. 

(Jn  5tk  Ff.L  1882,  at  4.30  A.M.,  the  waters  8ud<lenly  escajHwl 
without  any  priiliininary  pains;  but  iiumediatuly  {Miins  Hct  in  of 
a  weak  character,  and  the  os  was  not  fully  dilated  till  7  A.M. 
On  examination  a  face  presentation  could  Ik;  made  out,  the  orbital 
ridges,  nose,  and  orbits  I>ein;{  distinguishable ;  but  behind  there 
could  l>e  felt  some  irregidar  margins  of  bone,  with  a  soft,  ]N:ndulou8 
Unly  attaclnxl.  Ijalwur  j)rogre8sed  very  slowly  with  occasional 
slight  haniorrhage,  and  the  weak  pains  were  assisted  by  pressure 
on  tlie  aUlonien.  The  second  stage  lasted  7^  hours,  and  the  third 
stage  15  nninitcs,  when  the  placenta  was  expressed  owing  to  a  threat 
of  hii'niorrluige.  TIXxq  foUiis  was  anencephalous,  and  hod  probably 
been  dead  at  least  a  week.  The  sex  was  female ;  length,  15  in. ; 
M'eight,  4A  lbs.  The  placenta  was  discoid,  its  size  7x5  in., 
and  weight  J  lb.  The  membranes  were  easily  torn,  and  the 
iiqiior  amnii  was  of  larye  amoiuit  and  reddish.  The  cord  was 
inserted  subcentnilly,  was  12  inches  long,  and  its  contortions  from 
left  to  right ;  there  were  no  convolutions  round  the  child. 

Puerpcrium.  Tlie  highest  temperature  was  100"  on  tlie  evening 
of  the  first  day,  but  aftorwanls  it  was  normal.  During  the  first 
two  days  tliere  were  severe  afterpains  ;  these  were  relieved  by 
fomentations. 

Conditkm  on  Dismissal  on  19th  Feb.  1882.  The  breasts 
were  small  and  atrophied.  The  uterus  was  below  the  brim  of  the 
ixslvis,  and  inclined  forwards ;  os  uteri  was  fissured  transversely ; 
perinteum  was  toni ;  the  otlier  tissues  and  organs  were  normal. 

No.  II.  Case  of  Anencephalous  Fcstus. 

A.  S.,  residing  at  West  Port,  Edinburgh,  was  admitted  to  the 
Koyal  Maternity  Hospital  on  6th  Feb.  1882. 

Anaimiesis.  She  was  single,  aged  18,  and  I.-para.  Men- 
struation began  at  the  age  of  14,  was  irregular  in  type,  lasting 
from  4  to  G  days,  and  the  quantity  of  discharge  was  moderate. 
Ijist  menstruation  was  in  June,  and  stirrage  was  first  felt  in 
October.  Her  condition  during  pregnancy  was  fairly  good,  but 
her  work  involved  the  lifting  of  heavy  weiglits.  The  comj)lica- 
tions  of  j)regnancy  were  sickness,  neuralgia  of  face  and  head,  and 
slight  swelling  of  the  legs. 

No  Ihysical  ExamiTiation  was  made,  as  patient  was  in  lalwur 
on  admission. 

Labour  took  place  on  Gth  Feb.  The  pains  began  on  the 
]>revious  day,  but  were  of  a  weak  character.  As  soon  as  admitted 
the  waters  escaped  (5.15  A.M.),  and  on  examination  a  face  presenta- 
tion was  made  out,  and  at  the  same  time  there  could  be  felt  a  soft 
fleshy  tumour  attached  to  irregular  margins  of  bone.  It  descended 
very  slowly,  and  weak  pains  were  assisted  by  alnlominal  pressure. 
The  second  stage  lasted  two  hours,  and  the  afterbirth  was  expelled 
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along  with  the  foetus.  The  soft  tumour  attached  to  the  head  gave 
rise  to  considerable  hgemorrhage  dnring  the  labour.  The  fcetus 
was  anencephalous  (with  the  spine  bifid  as  far  as  the  sacrum) 
and  was  recently  dead — probably  during  labour ;  sex  was  male. 
The  liquor  amnii  was  excessive,  and  cord  was  short. 

Fuerperium.  The  temperature  was  over  100°  for  the  first 
4  days,  and  on  the  evening  of  the  fourth  day  it  was  103°5.  There 
was  no  local  tenderness.  Ten  grains  of  quin.  sulphat.  reduced  the 
temperature,  which  afterwards  remained  normal. 

Condition  on  Dismissal  on  17th  Feb.  was  good.  The  breasts 
were  flaccid.  The  uterus  was  two  fingers'-breadth  above  pubis, 
and  its  position  was  to  right  side.  Os  was  fissured  transversely, 
and  admitted  tip  of  linger.  The  other  organs  and  tissues  were 
normal. 

No.  III.  Case  of  Twins :  spontaneous  version  of  the  second  child. 

Mrs  H.,  Vll.-para,  aged  33,  residing  at  Leith,  admitted  20th 
March,  confined  14th  April. 

Anamnesis.  Menstruation  began  at  14,  type  28-day,  duration 
3  days ;  last  menstruated  in  July.  Stirrage  first  felt  in  October. 
Suffered  from  persistent  morning  sickness.  Complications. — Has 
had  hemiplegia  for  8  years,  which  came  on  during  her  second 
pregnancy ;  aphasia,  9  montlis  ago  speech  became  much  more 
affected.  Previous  Obstetric  History. — Has  had  six  pregnancies  ; 
of  these  3  were  abortions,  2  still-born  children,  1  child  died  set. 
2  3^ears. 

Physical  Examination.  Fundus  uteri  was  2  inches  below  ensi- 
form  cartilage ;  uterus  lay  forward  and  to  right ;  form  globular. 
Head  felt  at  brim ;  back  not  made  out.  Limbs  felt  at  either  side 
of  middle  line.  Uterine  bruit  well  marked.  Foetal  heart  not  heard. 
External  pudenda  healthy ;  vagina  lax  and  fairly  moist ;  os  size  of 
a  shilling,  head  felt  through  it. 

Labour  on  the  13th  April.  Pains  began  about  8  a.m.,  character 
strong ;  os  dilated  fully  5  hours  8  min.  P.M. ;  waters  escaped 
9  A.M. 

Duration  of  1st  stage,  8  hours  45  min. ;  2nd,  2  hours  7  min. ; 
3rd,  11  min. 

Presentations.  Child  No.  1 ;  vertex,  left  occipito-anterior.  No. 
2,  shoulder,  right  dorso-posterior. 

Birth  of  first  child  was  normal.     The  second  came  as  follows. 

The  membranes  were  ruptured  artificially,  when  the  right  hand 
and  arm  of  the  child  appeared  at  the  vulva,  followed  rapidly  by  the 
shoulder.  Another  pain  came  on,  when  the  ear  and  head  now 
appeared  and  were  born,  the  head  having  been  bent  on  the  left 
shoulder  in  the  cavity ;  the  body  of  child  rapidly  followed,  spon- 
taneous cephalic  version  having  taken  place.  Both  children  were 
males,  alive  but  small.  Length,  No.  1,  18  in.;  No.  2,  17^  in.  Both 
weighed  5|  lbs.     The  placenta  weighed  1  lb.  8  oz.     There  were 
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two  conlH  anil  two  sots  of  mcinbraims,  Cortls :  No.  1,  20J  in. ;  No. 
2,  1*.)^  ill.     rm!riK3iiuin  was  very  K"fwl  ami  rapiiJ. 

On  tlu!  2()tli  of  April  slio  left  the  hoHpiuil,  when  hor  goneml 
health  was  very  <,'i)()(l ;  hnnists  lur;,'e,  pltjiity  of  milk.  Utonis  waa 
about  level  with  the  brim,  Hlij,'htly  forwards,  low-set,  os  clo8c<l, 
vagina  roomy,  periiuoum  intact. 

Children. — li4>th  were  well  and  healthy,  suckling,  and  thi-  um- 
bilici cicatrized. 

No.  IV.  Case  of  Ceplialhccmatoma  Neonati. 

After  a  jH'rfectly  natural  labour  lasting,'  13  hours  10  minutes, 
J.  I*.  Wiis  delivered  of  a  full-term  healthy  living  chiltl,  male, 
weighing  7  lbs.  3  oz.  There  was  a  very  well-marked  caput 
succeilaneum  situated  on  the  right  parietal  bone.  This  to  a 
certain  extent  decreased  in  size ;  but  a  fluctuating  tumour  (2J 
inches  by  li  inch)  remained,  irregular  in  shape  but  extending 
to  within  a  few  lines  of  the  sagittal  suture,  constituting  a  very 
well-marked  cephalhaimatoma.  There  was  no  discoloration  of 
the  skin.  During  the  child's  residence  in  the  hospital  the 
swelling  did  not  decrease  in  size,  but  on  seeing  it  after  three 
weeks'  time  it  was  evitient  a  degree  of  absorption  had  taken 
place.  The  tumour  was  fluctuating  and  was  found,  ten  days  after 
birth,  to  contain  very  dark  fluid  blood — some  of  the  contained 
fluid  having  been  drawn  off  by  a  hyiHjdermic  injection  syringe. 
The  child  also  suffered  from  severe  ophthalmia  neonatomm  in 
both  eyes.  

Dr  Peter  Young  thought  the  case  of  spontaneous  evolution  was 
of  interest.  He  would  like  to  know  whether  the  arm  which  had 
first  presented  receded  afterwards.  He  hatl  seen  a  case  of  cephal- 
luematonia  in  a  child  four  years  old.  The  child  had  fallen,  and 
there  had  l)een  a  slight  effusion  of  blood  beneath  the  scalp  and 
over  the  frontal  bone  on  the  left  side,  where  the  head  had  stmck 
the  ground.  Two  days  after  this  the  effusion  increased  consider- 
ably in  extent,  and  on  the  opposite  side  of  the  head,  over  the 
posterior  part  of  the  right  parietal  houe,  an  eflusion  developetl, 
whicli  increased  so  that  by  the  third  or  fourth  day  the  child  looked 
hydrocephalic.  f,\\.  and  Jiss.  respectively  of  blood  were  drawn  off 
from  these  two  effusions  ;  in  ten  days  they  had  almost  disapiHjared. 
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Meeting  X.— May  31,  1882. 
Professor  Alex.  Russell  Simpson,  President,  in  the  Chair. 
I.  The  President  read  a  paper  on 

HYDRAMNIOS:   AND  THE  SOURCE  OF  THE  LIQUOR 

AMNII. 

The  interesting  researches  of  Professor  Gusserow,  ten  years  ago, 
into  tlie  intrauterine  secretion  of  the  foetus  gave  a  great  impulse 
to  the  re-investigation  of  the  source  or  sources  from  which  the 
liquor  amnii  is  derived.  This  is  no  new  subject  of  debate.  An 
extended  account  of  the  various  views  regarding  it  was  given  by 
Martin  Schurig  in  his  Emhryologia  Historico-medica  in  1732. 
Ere  that  date  it  had  already  been  discussed  whether  the  fluid  was 
of  maternal  or  foetal  origin,  and,  in  the  latter  case,  whether  it  was 
produced  by  the  kidneys,  the  skin,  the  brain,  the  eyes,  the  mouth, 
or  the  mammce.  There  is  even  a  premonition  of  the  vasa  propria 
of  Jungbluth  in  the  sentence  quoted  from  Johann  de  Muralt, 
"  Liquor  in  amnio  membrana  contentus  eo  devenit  per  lymphae 
ductus  gelatina  obsessos  ad  funiculum  umbilicalem  evidentes, 
tum  etiam  per  arterias  in  placentam  terminantes."  And  the  very 
plausible  suggestion  of  Fehling  that  the  liquor  comes  from  the  cord 
is  clearly  anticipated  when  he  says,  "  Depingit  Bidloo  in  f uniculo 
umbilicali  plures  parvos  ductus  ope  microscopii  detectos,  quos  dicit 
continere  succuni  nutricium,  et  quorum  proinde  (si  revera  existant) 
usus  est,  advehere  materiam  nutritivam  a  matre  versus  factum, 
aut  saltern  in  amnii  capacitatem."  The  sum  of  all  the  discus- 
sion pretty  much  amounts  to  what  is  expressed  in  a  sentence 
quoted  from  Marguerite  du  Tertre,  who,  in  answering  the  question, 
"  D'ou  proviennent  les  eaux  du  amnios,"  replies,  "  Les  auteurs 
sont  partag^s  1^-dessus.  Les  uns  pensent,  qu'elles  proviennent  des 
urines  et  sueurs  de  I'enfant,  et  d'autres  croyent,  que  c'est  de  la 
s^rosite  du  sang ;  mais  enfin  c'est  un  grand  effet  de  la  Providence, 
puis  qu'elles  causent  tant  de  bien." 

The  chief  point  of  debate  in  recent  times  has  been  as  to 
the  share  taken  by  the  foetal  kidneys  in  prodvicing  the  liquor 
amnii.  According  to  Gusserow  and  his  followers,  this  fluid  is  in 
the  latter  months  of  gestation  almost  entirely  derived  from  the 
urine  of  the  foetus,  which  is  supposed  to  be  secreted  regularly  by 
the  kidneys  and  evacuated  from  time  to  time  from  the  bladder. 
Wiener  even  goes  so  far  as  to  aver  that,  wliilst  at  the  very  first  the 
liquor  amnii  is  derived  from  the  skin  of  the  embryo,  soon  after 
the  fourth  week  the  Wolfian  bodies  begin  to  furnish  a  fluid  which 
escapes  into  the  amniotic  cavity ;  this  is  thus  kept  distended,  first 
by  the  activity  of  the  primitive  kidneys  and  then  by  the  more  fully 
developed  organ. 

Now    I   confess   at   once  to   considerable  sympathy  with   the 
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old  writer  who  aflks,  "  Si  fwtus  brutorum  ca  sunt  munditio,  ut 
lotiuin  hospitio  uinittant,  cur  fu;tuin  Ituiimimm  adeo  sordiduin 
hulieuiaus,  ut  uxistiineinus,  euni  ])ro{)rium  suuiu  domidlium  lotio 
aspergere,  ot,  quod  reddidit,  ferculutn  deind©  resorbere?"  Of 
course  we  dun't  now  need  to  shudder  at  the  idea  of  it  feeding  on 
its  own  vesical  evacuation,  as  no  one  now  supposes  that  it  is 
nourished  by  the  liquor  amnii ;  but  the  question  is,  Are  we 
compelled  to  believe  that  the  fietus  always  lies  bathed  in  its  own 
urine  ? 

The  proof  of  the  renal  origin  of  the  liquor  is  sought,  (1)  in  the 
presence  of  chemical  njatters,  such  as  indigo,  introduced  into  the 
fuitus  indirectly  through  the  mother's  blootl,  or  directly  by 
hypodermic  injection  into  its  own  body,  and  secreted  by  the 
kidneys ;  (2)  in  cases  where  the  urinary  bladder  of  the  footus  has 
been  found  distended ;  (3),  in  the  hydronephroses  which  result  from 
occlusion  of  tlie  urinary  outlets. 

1.  As  to  the  1st,  I  can  only  say,  that  after  reading  the  papen* 
descriptive  of  the  exixiriments  of  Gusserow,  Wiener,  and  others,  I 
cannot  see  that  more  is  proved  than  that  the  renal  function  of  the 
fcctus  is  sometimes  called  into  activity,  and  that  the  distended 
bladder  may  easily  be  emptied  into  the  anmiotic  sac  Wiener 
says,  "  There  is  no  fact  which  compels  us  to  doubt  the  regular 
secretion  of  the  fcetal  kidneys  and  tlie  occasional  evacuation  of  the 
urine  into  the  licjuor  amnii ; "  but  what  we  want  are  the  facts 
which  will  compel  us  to  believe  in  more  than  an  occasional  secretion 
and  accidentid  evacuation  of  foetal  urine,  Tliere  is  abundant 
evidence  from  experiment  and  observation  to  show  that  the  (coUil 
kichieys  can  and  do  sometimes  secrete  actively  enough.  What  is 
wanting  is  evidence  to  show  that  there  is  a  necessity  for  continuous 
renal  activity  more  than  there  is  for  hepatic  or  pulmonary  activity 
in  the  foetus  in  uterb. 

2.  This  leads  me  to  notice  the  second  ground  on  which  the 
theory  of  the  regular  renal  activity  of  the  intra-uterine  fcctus  is 
sustained,  viz.,  the  observation  that  the  foetal  bladder  has  some- 
times been  found  distended  with  urine.  Such  a  case  is  related  by 
Wiener  of  a  woman  who  died  of  a  burst  varicose  vein  when  far 
advanced  in  pregnancy,  and  in  whose  uterus  the  foetus  was  found 
to  have  the  bladder  tensely  filled  with  urina  The  case  admirably 
helps  to  prove  the  point  which  Wiener  is  then  aflirming  in  his 
polemic  with  Ahlfeld  as  to  the  influence  of  intra-uterine  pressure 
on  the  foetal  secretion  and  excretion;  but  it  no  way  proves 
habitual  renal  activity  in  ordinary  conditions.  It  simply  shows 
that  when  depuration  of  the  foetal  blood  is  susixjndeil  in  the 
placenta  in  consequence  of  maternal  haemorrhage,  the  functional 
activity  of  the  foetal  kidneys  is  at  once  called  into  play.  Wliere 
the  interruption  to  the  placental  circulation  seta  in  more  rudely,  we 
constantly  see  a  corresponding  effort  at  functional  activity  of  the 
foetiil  lungs — effort,  however,  that  is  futile,  because  tlic  fcetus  is 
shut  up  in  its  water-filled  saa 
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3.  The  group  of  cases  where  the  urinary  ducts  are  atresic  at 
some  point  and  dilated  above  has  also  been  called  into  court  in 
support  of  the  theory  of  the  regular  activity  of  the  fa?tal  kidneys. 
But  if  they  prove  anything,  they  prove  that  regular  renal  action  is 
unnecessary  in  the  intra-uterine  foetus.  One  of  the  most  interest- 
ing cases  that  has  recently  been  recorded  we  owe  to  Professor 
Eindfleisch.  A  six-weeks-old  child,  which  had  from  birth  suffered 
from  difficulty  in  the  evacuation  of  the  bladder,  died  of  pleural 
effusion.  The  difficulty  was  found  to  have  been  due  to  hypertrophy 
of  the  caput  gallinaginis,  which  had  led  to  vesical  hypertrophy  and 
double  hydronephrosis.  This  is  to  me  the  more  interesting,  that 
some  months  ago  I  met  with  a  parallel  case.  At  the  post-mortem 
examination,  which  Dr  D.  B.  Hart  and  I  made  hurriedly  by  gas-light, 
we  did  not  determine  the  exact  seat  of  obstruction  further  than  that 
it  was  below  the  neck  of  the  bladder.  The  child  appeared  healthy 
at  birth  and  was  well  for  three  weeks,  when  it  began  to  feed  less 
willingly  and  to  suffer  from  sickness.  The  nurse  stated  that 
though  the  infant  regularly  wetted  its  cloths  she  had  never  seen  it 
pass  water  in  a  stream,  only  in  drops.  The  lower  limbs  and 
abdomen  became  anasarcous,  the  peritoneum  ascitic,  and  the  infant 
died  rather  suddenly,  within  five  weeks  of  its  birth,  with  double 
pleural  effusion.  The  urinary  organs  were  found  as  in  Eindfleisch's 
case.  That  distinguished  pathologist  supposes  that  the  distention 
of  the  ureters  and  kidneys  had  begun  in  utero,  and  that  such  cases 
afford  a  proof  of  intra-uterine  renal  secretion.  But  it  seems  to  me 
that  we  must  rather  suppose  that  in  utero  the  renal  activity  had 
not  been  called  out,  and  that  it  was  only  after  the  child  was  born 
that  the  function  of  the  kidneys  was  established,  leading  first  to 
hypertrophy  of  the  bladder,  then,  secondarily,  to  hydronephrosis, 
and  finally  to  a  fatal  issue  from  the  serous  effusions  resulting  from 
the  impediment  to  renal  action.  So  long  as  the  child  was  in  the 
uterus,  having  its  blood  depurated  in  the  placenta,  the  urethral 
obstruction  caused  no  disturbance.  Within  five  or  six  weeks  of 
the  day  when  the  renal  activity  became  necessary  for  blood- 
depuration,  it  led  to  the  death  of  the  infant.  Does  that  not  mean 
that  during  the  six  weeks  antecedent  to  birth  the  role  of  the 
kidneys  was  entirely  passive,  so  that  a  strictured  urethra  was  a 
matter  of  indifference,  and  the  healthy  development  of  the  foetus 
was  in  all  respects  unmodified,  and  that  immediately  after  birth 
the  renal  function  was  called  into  activity,  and  the  urethral  inter- 
ference with  it  at  once  began  to  tell  on  the  health  of  the  child,  and 
within  six  weeks  caused  its  death  ? 

Wliilst  it  seems  to  me,  therefore,  that  we  are  not  warranted 
in  looking  to  the  kidneys  as  the  main  source  of  supply  of  the 
liquor  amnii,  even  during  the  later  months  of  gestation,  I  by  no 
means  deny  the  occasional  and  accidental  evacuation  of  the  bladder 
in  the  amniotic  sac,  and  I  am  not  prepared  to  give  a  definite 
opinion  as  to  the  ordinary  source  of  the  amniotic  liquid.  I  think 
we  are  wisest  to  acknowledge  our  ignorance. 
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Perlmps  mme  lij^ht  niny  come  t<>  uh  by  a  more  careful  ol»Hfrva- 
tiun  jiiid  iiimlyHi.s  of  (jwes  of  liydnimniofi.  Tlie  TranHnctioiiH  of  «jur 
Society  hear  ample  teHtimony  trt  the  teiulency,  to  wiiich  I  drew  iUt 
attention  some  twenty  years  tv^o,  of  women  ^i^i^'K  '>irth  to 
aneiicephalic  children  to  he  att'ected  with  excefu)  of  the  litiuor 
amnii.  It  was  curiou.sly  illustrnted  in  the  cases  of  two  patients 
who  were  c«)nfined  in  the  Maternity  within  the  same  twenty-four 
hours,  anil  whose  histories  are  fully  recorded  in  the  last  Quarterly 
]{»!|K)rt.  Tlu'Si!  two  cases  had  this  in  common,  that  anoucephalic 
fwtuses  were  l>orn,  and  the  birth  was  attended  with  the  escape  of 
an  excessive  (luantity  of  licpior  amnii. 

I  am  here  diverted  from  the  main  current  of  this  communi- 
cation to  call  attention  to  the  differences  between  these  two 
cases,  as  tlusy  illustrate  a  cause  for  the  excessive  accumulation 
of  the  amniotic  Huid  which  has  not  been  specially  registered, 
so  far  as  I  have  noticed,  ain()n<»  the  causes  of  hydramnios.  In  the 
first  case  we  have  to  do  with  a  multipara  in  her  eighth  pregnancy ; 
in  the  second  the  patient  was  primiparous.  In  the  first  the  foetus 
was  simply  anence])halic ;  in  the  second  the  spinal  column  was  at 
the  same  time  bifid  in  all  its  extent.  If  the  excess  of  liquor 
amnii  be  due  (as  in  such  cases  I  have  tried  to  show  it  to  Ije)  to  the 
secretion  from  this  exposed  serous  surface,  the  excess  might  have 
hwu  exj)ect<'d  to  be  greatest  in  the  case  where  the  extensive 
bifidity  of  the  spine  gave  an  additional  area  of  secretion.  Tlie 
excess,  however,  was  most  marked  in  the  first  of  the  cases. 
In  that  patient  it  was  such  that  she  overpassed  the  normal 
tluration  of  ])regnancy.  She  came  into  the  Maternity  alwut  the 
expected  date  of  her  confinement,  with  symptoms  of  lal)our  which 
passed  off.  The  uterus  was  so  overdistended  that  though  contrac- 
tions set  in  from  time  to  time  which  seemed  to  indicate  the  onset 
of  labour,  they  always  subsided  again  until  the  foetus  died.  The 
membranes  decayed  and  burst,  and  allowed  of  the  escape  of  some 
of  the  liijuid.  It  was  only  after  the  waters  had  some  time  escaped 
that  effective  uterine  effort  could  take  place.  Now  I  suggest  that 
the  greater  excess  of  licjuor  amnii  in  the  first  than  in  the  second 
case  is  to  be  explained  by  the  greater  laxity  of  the  uterine  walls 
of  a  multipara.  The  well-known  statistics  of  M'Clintock  give 
only  five  out  of  thirty-three  cases  in  primiparous  patients ;  of  the 
twenty-eight  multiparous  cases,  eight  were  second  lal)Ours,  one  a 
twelfth,  tlie  rest  intermediate.  Whatever  the  source  of  the  liquor 
amnii  may  be,  the  degree  of  tonicity  and  tension  of  the 
muscular  walls  of  the  uterus  must  have  a  large  influence  in 
determining  the  amount  that  is  allowed  to  accumulate ;  and  any 
loss  of  tonicity  in  these  muscular  walls  will  favour  the  occurrence 
of  hydramnios. 

Reverting  now  to  the  possible  sources  of  the  liquor  amnii,  it  had 
occurred  to  me  that  in  these  cases  one  should  find  in  the  condition 
of  the  kidneys  some  evidence  of  unusual  functional  activity  if 
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their  secretion  were  the  usual  source  of  supply.  By  some  mishap 
both  of  these  foetuses  had  been  destroyed  without  the  special 
examination  being  made.  But  soon  afterwards  Dr  Alexander  sent 
me,  for  class-demonstration,  another  anencephalic  fcetus  with  bifid 
spine,  the  birth  of  which  also  had  been  attended  with  the  escape  of 
an  unusual  flood  of  waters.  I  show  you  now  the  urinary  organs. 
The  bladder  and  ureters  are  empty,  but  perfectly  developed,  though 
no  urine  has  passed  through  them.  The  kidneys,  right  and  left, 
are  small,  and  have  undergone  cystic  degeneration,  evidently  from 
an  early  period.  Here  there  can  be  no  possibility  of  any  participa- 
tion of  the  kidneys  in  the  production  of  the  liquor  amnii.  The 
liquor  was  unusually  abundant ;  but  the  kidneys  were  functionally 
useless.  It  will  be  of  some  importance  in  such  cases  to  col- 
lect and  analyze  the  liquid,  so  as  to  compare  it  with  the  analysis 
in  normal  cases ;  but  unless  there  be  shown  to  be  a  peculiarity 
hitherto  unsuspected  in  the  nature  of  the  fluid  from  a  hydramniotic 
ovum,  we  must  conclude  that  the  secretion  and  accumulation  of 
amniotic  fluid  can  go  on  quite  independently  of  the  functional 
activity  of  the  foetal  kidneys. 

Besides  the  systematic  works  of  Tarnier  and  Chantreuil, 
Spiegelberg,  Schroeder,  Playfair,  Lusk,  I  have  had  in  view  the 
following  contributions : — 

Ahlfeld. — Beschreibung  eines  sehr  kleinen  menschlichen  Eies, 
Archiv  f.  Gyn.,  Bd.  xiii.  S.  241.  Ueber  einen  Monopus  mit 
voUstandigem  Mangel  der  ausseren  Genitalien  und  des  Afters, 
lUd.,  Bd.  xiv.  S.  276. 

Fehling. — Beitrage  zur  Physiologic  des  placentaren  Stoffver- 
kehrs,  Archiv  f.  Gyn.,  Bd.  xi.  S.  523.  Also,  Ueber  die  physio- 
logische  Bedeutung  des  Fruchtwassers,  Ibid.,  Bd.  xiv.  S.  221. 

GussEROW. — Zur  Lehre  vom  Stoffwechsel  des  Foetus,  Archiv  f. 
Gyn.,  Bd.  iii.  S.  241.  Also,  Zur  Lehre  vom  Stoffaustausch 
zwischen  Mutter  und  Frucht,  Ibid.,  Bd.  xiii.  S.  56. 

Jungbluth. — Beitr.  z.  Lehre  vom  Fruchtwasser,  etc.,  D.  i.,  Bonn, 
1869,  Virchow's  Archiv,  B.  48,  S.  523.  And  Archiv  f.  Gyn.,  B. 
iv.  S.  554. 

Prochownick. — Beitrage  z.  Lehre  vom  Fruchtwasser  und  seiner 
Entstehung,  Archiv  f.  Gyn.,  B.  xi.  S.  304  and  561. 

KiNDFLEiscH. — Fine  Vergrosserung  des  Caput  gallinaginis  als 
Ursache  congenitaler  Ischurie  und  Hydronephrose,  Vircliow's 
Archiv,  Bd.  Ixxxi.  S.  521. 

Wiener. — Ueber  die  Herkunft  des  Fruchtwassers,  Archiv  f. 
Gyn.,  Bd.  xvii.  Hft.  i.  S.  24. 

ZuNTZ. — Ueber  die  Quelle  und  Bedeutung  des  Fruchtwassers. 
(Vorlaufige  Mittheilung)  PJiilger's  Archiv,  B.  xvi.  S.  548. 


Dr  Peter  Young  drew  attention  to  the  composition  of  the  liquor 
amnii  as  given  by  Scherer.  Previous  to  the  fourth  month  it  con- 
tained a  much  larger  proportion  of  phosphates,  carbonates,  and 
albuminous  matter;   it  might,  therefore,  in  the  early  months  of 
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prr!<,'nanoy,  servo  as  a  source  of  nutrition  to  the  fwtus.  As  the 
liroportioii  of  .salino  inntter  was  Hinnll,  it  .s('(;incd  to  \ie  a  secretion 
riitlier  than  an  excretion.  It  ulso  pruvuntcil  tlie  rapid  decomposition 
of  tlu!  f(i»t«8  after  death. 

/>;•  Crooin  said  that  the  Fellows  were  obliged  to  the  President 
for  brinj;;ing  this  ditlicult  subject  under  their  notice.  The  fact  that 
the  liiiuor  ainnii  did  not  contain  the  constituents  of  urine  was  no 
])ro()f  that  it  was  not  secreted  by  the  kidney.  It  might  undergo 
cheinieal  cliangos  in  the  amniotic  cavity.  There  were  several 
arguments  in  favour  of  the  theory  that  it  was  a  renal  secretion. 
Urine  was  occasionally  found  in  tlio  urinary  bladder  of  the  fcetus 
at  birth.  The  fcctua  often  passed  water  siiortly  after  birth.  In  a 
case  of  impacted  breech-presentjition  he  had  observed  that 
micturition  took  ])lace  before  the  head  was  born.  Perhaps  the 
oxamination  of  twins,  with  and  without  hydraranios,  might  throw 
light  on  tiie  matter. 

Dr  Craifj  held  that  the  question  was  not  whether  urine  might 
be  dischai-ged  into  the  liquor  amnii,  but  whether  the  kidneys  were 
the  source  of  the  liquor  itself.  Cases  were  rei>orted  in  which  ex- 
ternal genitals  were  not  developed  (that  is,  where  the  kidneys  did 
not  communicate  with  the  exterior),  and  yet  liquor  amnii  was 
present  as  usual ;  one  case  like  this  was  fatal  to  the  renal  theory. 
As  to  anencephaly,  hydranmios  was  often  found  without  that  condi- 
tion. He  had  seen  two  cjises  of  hydranmios  within  tiiree  months, 
in  both  of  which  the  cord  presented;  both  were  multipane  and  sisters. 

The  Preauieiit  said  that  the  presence  of  hydranmios  in  one  twin 
showed  that  the  cause  of  the  condition  was  probably  foetal,  but  the 
amnion  was  itself  a  fcetal  structure.  Whatever  the  relation  of 
hydranmios  to  anencephaly  might  be,  it  was  a  well-observed  fact 
that  the  two  were  often  associated.  In  Dr  Groom's  case,  the  fact 
that  the  labour  had  been  going  on  for  some  time  would  account  for 
the  action  of  the  kidneys.  It  was  a  hardly  tenable  supposition 
that  the  nutrition  of  the  fietus  was  promoted  by  the  liquor  amnii ; 
the  11  aid  was  not  at  all  of  a  nutritive  composition,  and  the  inter- 
change between  the  fcetal  and  m.iternal  blood  in  the  placenta  was 
a  sutUcient  source  of  nutrition.  Liquor  amnii  was  always  present 
whatever  might  be  the  condition  of  the  fcetus,  even  when  it  was 
shrivelled  up  so  as  to  be  scarcely  recognisable,  or  had  melted  com- 
pletely away. 

II.  i>r  Ptter  Young  read  a  paper  on 

GRAVIDITAS  SEROTINA  ET  PRiECOX. 

A  KNOWLEDGE  of  the  duration  of  human  pregnancy,  apart  from  its 
physiological  interest,  is  of  importance  as  enabling  us  to  calculate 
with  some  ilegree  of  probability  when  parturition  in  an  indiudual 
case  may  be  expected  to  occur.  Besides,  circumstances  may  arise 
in  which,  from  the  length  of  time  which  has  elapsetl  between 
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sexual  intercourse  and  the  birth  of  the  child,  the  paternity  of  the 
latter  may  be  called  in  question,  and  in  this  way  important 
interests,  both  of  a  moral  and  material  kind,  will  fall  to  be  decided 
by  the  information  we  possess  on  the  subject. 

Judging  from  the  evidence  given  in  the  famous  Gardner  peerage 
case,  it  would  appear  that  the  general  opinion  among  medical  men 
in  England  at  the  beginning  of  the  present  century  was  that  the 
duration  of  human  pregnancy  never  exceeds  40  weeks,  or  280 
days,  while  Dr  Gooch  and  Dr  Blegborough  stated  that  39  weeks, 
or  from  273  to  275  days,  constituted  the  normal  duration  of  preg- 
nancy. Sir  Charles  Clarke,  indeed,  in  tlie  trial  above  alluded  to, 
said,  "  I  have  never  yet  seen  a  single  instance  in  which  the  laws  of 
nature  have  been  changed,  believing  the  law  of  nature  to  be,  tliat 
parturition  should  take  place  40  weeks  after  conception."  While 
there  was  a  difference  of  opinion  as  to  the  normal  duration  of  preg- 
nancy, all  of  them  agreed  that  it  never  exceeded  40  weeks.  It 
has  now  been  abundantly  established  by  numerous  observations 
that  the  period  of  gestation  is  subject  to  considerable  variation. 
In  most  of  our  text-books  the  period  of  pregnancy  is  stated  as 
lasting  from  270  to  282  days,  while  in  the  majority  of  cases  par- 
turition is  said  to  occur  in  the  40th  week,  i.e.,  from  the  274th  to 
the  280th  day,  reckoning  from  the  day  on  which  the  catamenia 
ceased.  It  is  admitted,  however,  by  most  recent  writers  that  par- 
turition may  occur  as  early  as  the  265th  day  or  as  late  as  the 
300th  day.  Beyond  these  limits,  however,  either  by  diminution 
or  by  excess,  most  authors  decline  to  go,  and  cast  doubt  on  the  pos- 
sibility of  normal  gestation  terminating  earlier  or  later  than  the 
periods  mentioned.  Of  course,  in  discussing  the  duration  of  preg- 
nancy it  must  be  clearly  understood  that  only  those  cases  are  in- 
cluded in  which  the  child,  at  the  time  of  parturition,  is  not  only 
viable,  but  completely  formed  and  mature,  and  that  all  cases  of 
graviditas  prsecox,  or  abridged  gestation,  when  the  child  is  immature 
at  birth,  as  well  as  all  cases  of  graviditas  serotina,  or  protracted 
gestation,  in  which  the  child  is  dead  or  diseased,  are  excluded  from 
consideration.  In  the  following  communication  I  propose  to  record 
several  cases  of  protracted  and  of  abridged  gestation,  and  then  to 
discuss  the  circumstances  which  modify,  or  seem  to  modify,  the 
duration  of  pregnancy. 

I.  Graviditas  Serotina. 

Case  I. — A.  L.,  set.  25,  the  wife  of  a  painter,  has  always  enjoyed 
good  health  and  menstruated  regularly  up  to  the  time  of  her  mar- 
riage, which  took  place  at  the  beginning  of  October  1880.  On  the 
4th  November  she  turned  unwell,  the  catamenia  lasting,  as  usual, 
three  or  four  days.  She  again  menstruated  at  the  beginning  of 
December,  and  a  third  time  on  the  3rd  or  4th  January  1881,  the 
flow  ceasing  on  the  8th.  About  a  week  after  this  her  husband  left 
home  to  assist  in  the  decoration  of  a  large  house  in  Perthshire,  and 
did  not  return  till  the  beginning  of  June.    As  the  catamenia  which 
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were  due  in  the  l)eginning  of  Fobnmry  did  not  appear,  and  she 

began  Ui  fuel  Htiueiunish  in  the  morning  on  ritiing,  she  conHidured 
herself  pregnant,  an  opinion  which  wtus  fortified  hy  their  continued 
ahsence  at  the  next  period.     l)uring  the  month  of  March  Hhe  con- 
tinued to  suHer  from  the  morning  sickness,  witli  occasional  vomit- 
ing, but  otherwise  her  health  wius  good  and  appetite  fair.     At  the 
end   of    May,  shortly    before   her    husband's   return   home,  she 
quickened.     At  the  beginning  of  September  she  called  to  a«k  me 
to  attend  her  in  her  api)roaching  confinement,  which,  calculating 
in  the  usual  way,  we  thought  would  likely  t^ike  place  alnrnt  the 
15th  October.      About  a  fortnight  afterwards  I  received  a  note 
stating  that,  as  her  husband  liad  to  go  to  the  country  again,  and 
would  likely  be  absent  for  some  time,  she  had  aminged  to  go  to 
her  mother's  home,  some  distance  from  town,  to  be  confined  there. 
I  naturally  thought  I  would  hear  no  more  of  her  for  some  time  at 
least,  when,  to  my  astonishment,  her  husband  called  one  evening 
at  the  end  of  October  to  inform  me  that  he  had  returned  the  day 
before,  and  that  his  wile,  who  had  also  returned  home,  had  not  yet 
been  confined,  and  was  anxious  that  I  would  again  undertake  to 
attend  her.     To  this  I  agreed,  and  as  her  time  was  already  past 
due,  I  expected  to  be  calletl  very  soon.     When,  however,  three 
weeks  had  elapsed  without  any  message  from  her,  1  began  to 
wonder  at  the  delay,  and  called  to  ascertain  the  reason.     I   found 
her  going  about  the  house  ([uite  well,  with  no  indiaitions  of  labour 
pains.     On  examination  per  vaginam  the  head  of  the  child  could 
be  felt  at  the  iHjlvic  brim,  and  unusually  high  up  for  a  primipara ; 
but   with   that  exception,  and  the  very  prominent  size   of  the 
mother's  abdomen,  there  was  nothing  unusual  to  be  noted.     As 
she  was  now  long  j)ast  her  calculated  period,  she  was  afraid  that 
there  must  be  something  wrong.     I  assured  her,  however,  that  the 
child  was  alive,  that  there  was  no  deformity  of  the  pelvis,  and  that 
coses  sometimes  occurred  of  prolonged  gestation,  of  which  she  was 
furnishing  a  well-marked  instance.  At  last,  on  the  3rd  December,  at 
10  o'clock  P.M.,  I  received  a  summons  to  attend  her.     Labour  pains 
had  connuenced  two  or  three  hours  previously,  and  were  l)ecoming 
stronger.     On  examination  per  vaginam  the  os  was  al)out  the  size 
of  a   sixpence,  admitting  only  the  \Hnnt  of  the  forefinger.     The 
cervical  lips  were  thin  and  hard,  and  the  vaginal  moisture  moder- 
ate.    The   head   of    the   chikl  was  situated  over  the  brim,  and 
showed  no  indication  of  dij)ping  into  the  jxjlvis.     As  the  rectum 
was  partially  distended  with  fa'ces,  I  ordered  an  enema,  and  left 
her  with  instructions  to  be  called  when  the  pains  became  stn>nger. 
At  ten  o'clock  next  morning  I  called,  and  found  that,  with  a 
short  interval  of  about  an  hour  and  a  half,  the  pains  had  been 
pretty  regular  all  night,  and  during  the  last  two  hours  had  been  of 
considerable   strength.      Examination   per  vaginam   showed   the 
vagina  lax  and  moist,  the  os  uteri  dilated  to  the  size  of  a  crown- 
piece,  and  the  cervix  soft  and  dilatable.    The  bag  of  membranes 
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was  small,  and  the  head  of  the  cliild  felt  very  hard  and  appeared 
to  fill  the  entire  pelvic  brim.  The  tongue  was  clean  and  moist, 
and  the  pulse  about  84.  After  waiting  fifteen  minutes  1  ruptured 
the  membranes,  but  the  quantity  of  liq.  amnii  which  escaped  was 
trifiing.  The  anterior  fontanelle,  which  was  small,  could  now  be 
felt  on  the  right  side  of  the  pelvis  and  somewhat  anteriorly,  while 
the  sagittal  suture  and  the  posterior  fontanelle  could  not  be  made 
out,  owing  to  the  advanced  state  of  ossification  of  the  cranial  bones. 
Finding  at  the  end  of  an  hour  that  the  head  was  making  little  or 
no  progress  notwithstanding  the  presence  of  vigorous  pains,  and 
the  OS  being  well  dilated  and  dilatable,  I  resolved  to  put  on  the 
forceps.  The  blades  of  the  instrument  were  so  introduced  that 
when  applied  to  the  child's  head  they  came  to  occupy  a  place  in 
the  left  oblique  diameter  of  the  pelvis — one  blade,  as  subsequent 
examination  showed,  being  situated  behind  the  left  ear,  while  the 
other  blade  grasped  the  right  frontal  bone  near  the  external  angle 
of  the  orbit.  In  this  way  the  head  of  the  child  was  caught 
obliquely.  By  steady  traction  at  intervals  downwards  and  back- 
wards in  the  axis  of  the  inlet  of  the  pelvis  the  head  of  the  child 
was  induced  to  enter  the  cavity,  and  by  continuing  the  traction  in 
the  usual  way  the  head  was  born  in  about  six  minutes,  reckoning 
from  the  moment  of  tlie  application  of  the  forceps.  The  uterine 
contractions  were  allowed  to  complete  the  extrusion  of  the  body  of 
the  child  without  any  further  aid  than  that  afforded  by  moderate 
abdominal  pressure  with  the  hand.  The  child,  a  male,  weighed 
9J  lbs.,  and  the  circumference  of  the  head  measured  15  inches. 
The  other  measurements  of  the  head  I  refrain  from  giving,  as,  owing 
to  the  want  of  a  pair  of  callipers,  they  are  not  trustworthy.  Placenta 
weighed  24  oz.  There  was  no  post-partum  haemorrhage,  and  the 
mother  made  an  excellent  recovery. 

Case  II. — J.  F.,  set.  25,  primipara.  Has  always  had  good  health 
and  menstruated  regularly.  On  the  3rd  August  1872  the  menses 
ceased,  when  she  became  pregnant.  About  the  middle  of  May 
1873  she  experienced  slight  pains  for  a  day  or  two,  but  they  dis- 
appeared, and  did  not  return  till  the  afternoon  of  9th  June.  Pains 
gradually  increased  in  strength,  and  the  labour  was  completed 
without  instrumental  aid  at  8  A.M.  on  10th  June.  The  child,  a 
boy,  was  strong  and  vigorous,  but  was  not  weighed. 

Case  III. — A.  S.,  deaf  and  dumb,  set.  32,  pregnant  for  the  third 
time.  The  catamenia  ceased  on  the  7th  July  1875  ;  complained  of 
morning  sickness  three  weeks  afterwards,  and  was  delivered  of  a 
boy  on  9th  May  1876. 

Graviditas  Prcecox. 

Case  I. — J.  M.,  set.  38,  has  had  eight  children.  After  nursing 
her  eighth  child  fourteen  months  she  weaned  it,  and  the  courses 
appeared  ten  or  twelve  days  afterwards.  They  recurred  at  regular 
intervals  twice,  and  finally  disappeared  on  5th  September  1881. 
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She  tljen  iMJcaine  pregnant,  niul  was  delivered  of  a  mature,  well- 
developed  feimde  child  on  the  17th  May  1882.  She  stutoa  that 
HJie  has  UHUully  had  her  children  before  the  exjiected  time,  but 
none  of  them  have  been  immature,  and  she  has  had  no  miBcarriages. 

Cask  II. — M.  C,  a;t.  28,  pre«,'nant  f«)r  tiie  fourth  time,  ceased  to 
menstruate  on  the  15th  March  1872.  Durin;^  this  pr^nancy  she 
felt  unusually  well  and  in  good  spirits.  Liix)ur  pains  came  on 
the  afternoon  of  30th  November  1872,  and  she  was  delivered  of  a 
full-sized  female  child  that  evening. 

Cask  111. — J.  D.,  a^t.  35.  Has  had  three  children  and  two  mis- 
caniages.  She  became  pregnant  in  October  1874,  the  catamenia 
having  ceased  on  the  4th  of  that  month.  At  the  beginning  of 
February  1875,  after  a  long  drive  over  a  rough  road,  there  was 
slight  hajmorrhage  per  vaginam,  witli  threatening  of  labour  pains; 
but  by  rest  and  opiates  these  .symptoms  di.sapjHjared,  and  the  preg- 
nancy went  on  till  25th  June,  when  she  was  delivered  of  a  full- 
sized  nuile  child. 

Of  the  above  three  cases  of  prolonged  gestation,  in  the  first  case  a 
period  of  334  days  elapsed  between  tlie  disai)])earance  of  the  menses 
and  the  occurrence  of  parturition,  in  the  second  case  311  days,  and 
in  the  thinl  case  a  perioil  of  306  days.  Of  the  cases  of  abridged 
gestation,  in  the  firet  a  i)eri(Kl  of  254  days  inter\'ened  between  the 
last  appearance  of  the  catamenia  and  parturition,  in  the  second  case 
a  j)erioil  of  200  days,  and  in  the  third  a  periinl  of  2C4  days. 

With  regard  to  the  cases  of  protmcted  gestation,  it  is  not  implied 
that  the  pregnancies  actually  extended  to  the  periotls  above  men- 
tioned, as  pregnancy  can  only  be  said  to  commence  when  the 
spermatozoa  meet  the  ovule  and  impregnate  the  latter ;  and  as  this 
may  occur  at  any  time  during  the  interval  before  the  expectetl 
i-etuvn  of  the  next  catamenial  period,  it  is  obvious  that  a  deiluction 
of  about  23  days  may  require  to  be  made  in  order  to  arrive  at 
the  real  dumtion  of  the  pregnancy.  In  the  first  of  the  cases  it 
will  be  observed  that  the  husband  left  home  on  the  15th  or  IGth 
January ;  and  as  the  birth  of  the  child  did  not  take  place  till  the 
4th  December,  we  have  an  interval  of  325  or  326  days  between 
insemination  and  parturition,  although,  for  reasons  to  be  afterwanls 
adduced,  the  duration  of  the  i)regnancy  may  have  been  shorter. 
In  the  other  two  cases,  where  there  was  opixirtunity  for  continuous 
sexual  intercourse,  impregnation  may  not  have  taken  place  till  tlio 
end  of  the  catamenial  period,  when  the  actual  duration  of  the  preg- 
nancies would  be  respectively  288  and  282  days.  With  reference 
to  the  cases  of  abridged  gestation,  it  is  i)robable  that  impregnation 
occurred  innnediately  on  the  cessation  of  the  menses,  although  it 
may  be  maintained  by  some  that  the  pregnancies  began  l>efore  the 
appearance  of  the  last  catamenial  flow,  and  that  their  duration 
was  not  really  shorter  than  usual. 

Sir  J.  Y.  Simpson  (Obstetrical  Works,  p.  81,  vol  i.)  has  recorded 
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four  cases  of  protracted  gestation  which  lasted  respectively  336, 
332,  319,  and  324  days  after  the  last  day  of  the  catamenial  dis- 
charge ;  or,  deducting  23  days  as  indicating  the  probable  time  when 
pregnancy  began,  we  have  313,  309,  296,  and  301  days  as  the  in- 
tervals between  the  expected  return  of  the  menstrual  flow  and  the 
occurrence  of  parturition. 

Hodge  mentions  the  case  of  a  lady  whose  menstruation  ceased 
on  21st  January  1843.  She  experienced  nausea  early  in  February, 
and  was  delivered  on  the  17th  December,  330  days  after  the  dis- 
appearance of  the  menses. 

Meigs  of  Philadelphia  reports  a  case  where  the  pregnancy  lasted 
about  14  months,  or  420  days  ;  and  Atlee  of  the  same  city  has  pub- 
lished two  cases  where  the  pregnancies  lasted  365  days.  These 
cases  recorded  by  Meigs  and  Atlee,  although  given  in  good  faith, 
are  probably  grounded  on  some  fallacy,  and  can  hardly  be  admitted 
as  veritable  occurrences  without  further  corroboration. 

Sir  J.  Y.  Simpson,  in  the  paper  already  referred  to,  has  thrown 
into  a  tabular  form  the  results  of  a  long  series  of  observations, 
amounting  altogether  to  782  cases,  made  by  Dr  Merriman,  Dv 
Murphy,  and  Dr  Eeid.  As  the  table  shows  in  a  succinct  form  the 
weekly  percentage  of  deliveries  calculated  from  the  last  day  of  last 
catamenial  discharge,  I  take  the  liberty  of  reproducing  it : — 


Weeks. 

Days. 

Merriman. 

Murphy. 

Eeid. 

37th 

From  252nd  to  259th 

2-65 

7-14 

4-60 

38th 

„     260th  to  266th 

11-40 

8-33 

9-60 

39th 

„     267th  to  273rd 

12-28 

16-07 

16-20 

40th 

„     274th  to  280th 

29-00 

16-66 

26-20 

41st 

„     281st  to  287th 

19-30 

23-21 

22-40 

42nd 

„     288th  to  294th 

13-16 

12-50 

l'2-60 

43rd 

„     295th  to  301st 

8-77 

14-86 

5-60 

44th 

) 

and 

}    „     302nd  to  324th 

3-50 

1-20 

2-80 

upwards 

( 

From  the  above  table  it  will  be  seen  that  the  duration  of  preg- 
nancy, as  calculated  from  the  last  day  of  the  last  catamenia,  is  sub- 
ject to  very  considerable  deviations.  Even  in  cases  where  preg- 
nancy is  the  result  of  a  single  coitus,  the  duration  of  gestation  is 
by  no  means  uniform.  Thus,  of  40  cases  collected  by  Dr  Eeid, 
where  the  date  of  insemination  was  accurately  known,  the  duration 
of  pregnancy,  as  calculated  from  that  period,  varied  from  260  to 
294  days,  while  nearly  one-half  of  the  pregnancies  terminated 
between  the  274th  and  280th  days.  It  will  be  observed  that 
between  the  longest  and  the  shortest  pregnancies  recorded  by  me 
there  is  a  difference  of  80  days.  According  to  Spiegelberg,  the 
primiparous  and  the  married  states  are  more  favourable  to  pro- 
longed gestation  than  the  opposite  conditions. 
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III  Ahlfeld's  tallies  the  bulk  of  the  confinements  vary  within 
narrow  limits.  Of  G53  prepmnt  women,  IH-O.'i  jM^r  cent,  were 
deliverocl  in  the  .S8th  week,  27oG  percent  in  the  3Uth  week,  20-19 
per  cent,  in  the  40th  week,  1001  per  cent  in  the  4l8t  week.  Of 
the  remainder,  14  jier  cent  occurred  prior  to  the  38th  week,  and  G 
per  cent  later  than  the  4l8t  week.  The  diflerence  l)etween  the 
longest  and  the  shortest  pre<;nancy  was  99  days.  Of  425  cases  of 
pregnancy  the  result  of  a  single  coitus,  Ahlfeld  found  the  average 
duration  271  days.  Of  4G  similar  cases  collecte<l  by  Matthews 
Duncan  the  mean  duration  was  275  days,  while  Veit  found  the 
average  of  such  pregnancies  last  276'42  days.  Nor  are  the  irregu- 
larities of  the  duration  of  pregnancy  confined  to  the  human  female; 
they  are  also  found  in  the  lower  animals,  and  sometimes  to  a  very 
marked  degree.  According  to  Tessier,  Krahmer,  and  Spencer,  the 
average  duration  of  pregnancy  in  rabbits  is  .'31  days,  but  may  vary 
to  the  extent  of  8  days ;  in  sheep  the  average  duration  is  151  days, 
but  may  vary  26  days ;  in  cows  the  average  is  283  days,  but  the 
calculated  time  may  be  exceeded  by  45  days. 

Assuming,  then,  that  the  period  of  gestation  in  the  human  female 
variesfrom  theordinary  term,  both  by  excess  and  by  diminution,  it  be- 
comes a  matter  of  some  interest  as  well  as  of  practical  importance  to 
inquire  if  any  explanation  can  l)e  given  of  the  phenomenon.  It  seems 
to  me  that,  if  such  explanation  is  at  all  possible,  it  is  to  l>e  sought  in 
the  study  of  the  physiology  of  pregnancy,  and  more  particularly  in 
the  consideration  of — Ist,  the  circumstances  in  which  conception 
takes  place ;  2nd,  of  the  mode  of  growth  of  the  foetus ;  and  3rd,  of 
the  conditions  which  originate  the  act  of  parturition.  With  regard 
to  the  circumstances  in  which  conception  takes  place,  it  has  been 
proved  that  in  animals  in  which  sexual  intercourse  takes  place  an 
interval  in  some  cases  of  days— even  months — intervenes  between 
insemination  and  conception.  The  spermatozoa,  which  are  now 
universally  acknowledged  to  be  the  fecundating  elements,  traverse 
the  uterine  cavity  and  find  their  way  into  the  Fallopian  tubes  by 
their  own  independent  movements.  There,  if  a  mature  ovmn  be 
present,  it  is  impregnated,  and  from  that  moment  gestation  lx»gins. 
liischoft'  has  observed  that  in  the  bitch,  by  the  time  the  ovum  has 
reached  the  utems,  or  even  the  lower  end  of  the  oviduct,  the  period 
of  heat  or  desire  for  sexual  congress  has  passed  away,  and  conse- 
quently the  opportunity  for  impregnation  is  lost  In  the  guinea- 
pig,  also,  the  oestrus  has  passed,  coitus  has  long  ceased  to  be  per- 
mitted, and  even  the  vulva  has  again  contracted,  by  the  time  the 
ovum  has  quitted  the  tube  and  entered  the  uterus.  Bischoff  had 
also  the  good  fortune  to  observe  a  ixjristaltic  action  in  the  walls  of 
the  oviduct,  by  which  the  contained  ova,  visible  through  them, 
were  moved  backwards  and  forwards.  Tlie  ova  appeared  to  be 
surroiuuled  by  a  transparent  fluid  in  which  they  floated.  In  coa- 
nexion  with  this  interesting  observation,  two  circumstances  speci- 
ally noted  and  proved  by  Newport  may  be  here  mentioned,  viz., 
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that  in  the  artificial  impregnation  of  the  ova  of  amphibia,  al- 
though impregnation  commences  at  the  instant  of  contact  of  the 
spermatozoa  with  the  ova,  yet  a  certain  duration  of  contact  is 
essential  to  its  completion ;  and  further,  that  although  an  exceed- 
ingly minute  quantity  of  spermatozoa  suffices  to  impregnate  the 
ovum,  yet  impregnation  takes  place  more  tardily  when  the  number 
is  extremely  limited  than  when  the  number  is  abundant.  The 
alternate  backward  and  forward  movements  of  the  ova  and  semen 
observed  by  Bischoff  in  the  oviduct  would  seem  to  have  for  its 
object  the  retention  of  the  essential  elements  of  conception  in  close 
contact,  so  as  to  render  impregnation  more  certain.  It  is  well 
known  that  in  insects  the  semen  is  laid  up  after  sexual  union  in 
receptacles  in  the  female,  and  remains  active  for  months,  while  in 
the  common  domestic  fowl  one  connexion  with  the  male  suffices  to 
impregnate  twelve  or  twenty  eggs  in  succession.  Marion  Sims 
has  also  shown  that  spermatozoa  in  the  human  female  remain 
active  in  the  cervical  canal  of  the  uterus  several  days  after  inter- 
course, and  it  is  highly  probable  that  they  may  retain  their  vitality 
a  much  longer  period  in  the  uterine  cavity,  and  more  especially  in 
the  ampulla  of  the  Fallopian  tube,  where  they  will  be  removed  from 
the  prejudicial  influence  of  the  acid  vaginal  secretions. 

Turning  to  the  condition  of  the  generative  organs  in  women  during 
the  period  of  sexual  activity,  we  find  that  the  uterus,  and  more  especi- 
ally its  mucous  membrane,  is  undergoing  a  perpetual  series  of  changes, 
consisting  in  the  alternate  process  of  disintegration  and  recon- 
struction of  its  constituent  elements.  The  process  of  disintegra- 
tion is  marked  by  the  escape  of  a  certain  quantity  of  blood,  and, 
owing  to  the  condition  of  the  sexual  organs  at  this  time,  it  was 
commonly  believed — a  belief  still  entertained  by  many — that 
menstruation  is  analogous  to  the  oestrus  in  the  lower  animals, 
and  that,  as  in  the  latter,  conception  is  most  apt  to  take  place  at 
this  period.  This  idea,  however,  is  quite  erroneous,  for  during 
oestruation,  when  there  is  a  discharge  from  the  genitals,  which 
is  not  always  the  case,  it  is  mucous  in  character,  and  its  source  is 
chiefly  the  glands  of  the  external  organs.  Its  object  is  to  lubricate 
the  parts,  and,  in  some  instances,  by  its  odour  to  attract  the  male. 
Besides,  it  is  only  at  this  period  that  the  male  is  received  and 
impregnation  is  possible.  During  menstruation,  on  the  other  hand, 
the  mucous  membrane  of  the  uterus  is  in  a  state  of  disintegration, 
and  is  not  fitted  to  receive  the  ovum  even  if  impregnated.  It 
is  true  that  menstruation  sometimes  occurs  during  pregnancy;  but 
in  these  cases  it  is  probable  that  the  process  of  disintegration 
is  confined  to  a  portion  of  the  decidua,  for  if  the  whole  of  the 
latter  were  thrown  off  abortion  would  ensue,  an  event  which  is  by 
no  means  uncommon.  It  may  be  stated,  then,  as  a  general  rule  to 
which  the  exceptions  are  comparatively  few,  that  when  menstrua- 
tion occurs  it  is  an  indication  that  just  before  its  appearance  the 
uterus  was  fitted  to  receive  and  retain  a  fertilized  ovum  ;  but  at 
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the  time  of  its  occurrence  the  uterus  neither  contains  an  impre^- 
nat<5(l  genu  nor  is  capable  of  retaining  and  nourishing  it  It 
wuuld  a])pear,  therefore,  that  the  uterus  is  in  a  more  favourable 
state  to  receive  and  roUiin  a  fertilized  ovum  towards  the  end  of  a 
menstrual  interval  limn  at  the  comuioncement,  although  the  evolu- 
tion of  the  germ  in  tliu  uterus  may  begin  at  any  time  during  the 
absence  of  menstruation.  The  process  of  ovulation  occurs  at  all 
periods  ol'  lite  before,  during,  and  after  the  appearance  of  menstnia- 
tion,  and  therefore  tixkes  place  independently  of  the  latter;  and 
althou;^h  munstruation  is  to  be  regarded  as  a  sign  that  the  uterus  is 
in  a  condition  during  the  intervals  of  evolving  the  fertilized  ovum, 
yet  cases  are  on  record  where  pregnancy  has  occurred  both  before 
the  appearance  of  the  menses  and  after  the  menopause.  As  an 
ovum  may  arrive  at  any  time  in  the  uterus  and  may  begin  to 
bo  developed  at  any  period  during  the  catamenial  interval,  it  is 
impossible  in  any  individual  case  to  tell  the  duration  of  the  preg- 
nancy, even  when  it  is  the  result  of  a  single  coitus.  Now,  if  with 
Matthews  Duncan  we  take  278  days  as  the  average  period  of  gesta- 
tion, reckoning  from  the  last  day  of  the  last  catamenial  dis- 
charge, it  is  obvious  that  all  cases  of  gestation  in  which  parturition 
occurs  in  from  256  to  278  days  may  have  the  same  real,  although 
not  the  same  apparent  duration.  As  fully  60  per  cent  of  all  preg- 
nancies occur  within  the  278  days,  and  about  30  per  cent  a  few 
days  beyond  that  period,  it  may  Ikj  assumed  that  in  nearly  90  \yeT 
cent,  of  all  labours  the  real  duration  of  pregnancy  may  not 
exceed  255  or  260  days.  Of  the  comparatively  small  number  of 
pregnancies  which  continue  beyond  the  41st  week,  they  may  be 
accounted  for  in  various  ways : — First,  by  defective  insemination. 
We  have  seen  that  Newport,  in  his  observations  on  the  fertilization 
of  the  ova  of  amphibia,  noticed  that  when  the  spermatozoa  were  few 
in  number  the  immediate  changes  consequent  on  impregnation  took 
place  more  slowly,  and  this  circumstance  will  likely  cause  the 
slower  evolution  of  the  germ.  Second,  as  suggested  by  Sir  J.  Y. 
Simpson,  the  ovum  of  one  pregnancy  may  be  cast  off  without 
the  decidual  lining  of  the  uterus  being  shed,  and,  the  ovum  of  a 
succeeding  period  coining  in  its  place,  the  duration  of  pregnancy 
would  seemingly  be  prolonged.  Third,  in  cases  such  as  the  first  one 
which  I  have  described,  where  there  was  no  opportunity  for  sexual 
intercourse  after  pregnancy,  sufficient  semen  in  an  active  state  may 
have  been  retained  in  the  ampulla  of  the  Fallopian  tube  to  fertilize 
an  ovum  of  a  succeeding  period,  to  replace  the  preceding  ovum, 
which  may  have  been  thrown  off  without  any  objective  symptoms. 
Fourtli,  whatever  may  be  the  etlicient  cause  of  labour,  there  can  l>o 
no  doubt  that  the  nerve  centre  which  regulates  the  parturient  jwins 
is,  under  certain  circumstances,  excited  with  difficulty,  as  is  proved 
by  those  cases  where,  after  labour  has  commenced,  the  uterine  con- 
tractions cease,  and  do  not  return  for  weeks.  For  one  or  other  of 
these  reasons,  or  by  a  combination  of  them,  it  seems  to  me  that 
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most,  if  not  all,  the  cases  of  protracted  gestation  may  be  satisfac- 
torily explained.  From  the  fact  that  parturition  frequently 
coincides  with  the  menstrual  period,  Loewenhardt  has  formu- 
lated the  proposition  that  the  duration  of  pregnancy  amounts 
to  ten  times  the  length  of  the  interval  between  the  commencements 
of  the  two  menstrual  periods  prior  to  conception.  This  may  be 
true  enough  in  the  average  run  of  cases  ;  but,  if  relied  on  always,  it 
would  require  us  to  believe  that  pregnancy  may  last  only  210  days, 
or  as  long  as  900  days,  if,  as  sometimes  happens,  the  preceding 
interval  amounts  to  3  weeks  or  three  months. 


The  President  said  that  the  Society  was  indebted  to  Dr  Young 
for  the  interesting  cases  which  he  had  recorded.  The  menstrual 
type  had  not  been  referred  to  in  calculating  the  period  of  gestation. 
He  had  seen  several  cases  in  which  this  had  produced  a  distinct 
effect,  and  Dr  James  Gairdner  of  Crieff  had  collected  and  published 
in  the  Glasgoiu  Medical  Journal  a  series  of  cases  which  established 
this  fact.  Dr  Young's  first  case  was  the  most  remarkable  ;  he 
noted  that  the  child  was  large  and  the  labour  difficult.  Sir  James 
Simpson  had  related  a  case  of  protracted  gestation  where  the 
patient,  during  early  pregnancy,  had  been  exposed  to  great  anxiety 
and  danger  in  a  burning  ship. 

Dr  Groom,  held  that  the  only  test  of  protracted  gestation  is 
the  weight  of  the  child.  The  well-authenticated  fact  that  men- 
struation occurs  in  the  early  months  of  pregnancy  shows  that  it  does 
not  furnish  data  of  any  value  in  calculating  the  duration  of  gesta- 
tion. He  had  observed  that  in  some  cases  of  protracted  gestation 
the  membranes  were  universally  adherent  to  the  walls  of  the 
uterus,  a  condition  in  protracted  gestation  to  which  his  attention 
had  first  been  directed  by  Professor  Simpson. 

Dr  Gordon  said  the  impossibility,  in  the  present  state  of  our 
knowledge,  of  determining  the  date  of  conception  made  all  calcu- 
lations as  to  the  duration  of  pregnancy  doubtful. 


Meeting  XL— June  28,  1882. 
Professor  Alex.  Russell  Simpson,  President,  in  the  Chair. 

I.  Dr  Barlour  showed  for  Dr  H.  W.  Laing  a  large  congenital 
CYSTIC  TUMOUR  from  the  back  of  a  child's  head,  of  which  Dr  Laing 
has  furnished  the  following  account : — 

It  is  on  account  of  the  rarity  of  the  following  case  that  I  have 
ventured  to  publish  it: — Mrs  S.,  set.  36,  a  tall,  well- developed,  but 
not  very  robust  woman,  was  the  mother  of  two  healthy  children, 
and  on  23rd  January  1882  gave  birth  to  a  small  but  well-developed 
female  child  with  a  large  cystic  tumour  on  the  back  of  its  head. 


CYSTIC  TUMOUR  OF  TlIE  BACK  OF  THI  HEAD.  133 

In  the  lal)our,  which  was  rapid  and  easy,  the  head  presented  and 
pushed  tlie  tumour  down  l)efore  it  The  midwife  who  delivered 
her,  from  the  softness  of  tlic  presenting  part,  thou^^ht  the  lii{)8  were 
coming'  HiHt,  luul  was  mucli  8uq)rise(r  when  a  larj,'e,  soft  tunumr 
oscuped  from  the  vulva,  followed  immediately  by  the  head.  I  MW 
the  child  about  an  hour  after  ita  birth,  and  it  looked  like  a  two- 
headed  monster,  the  tumour  protruding  l)ehind  like  a  second  and 
larger  head.  The  tumour  was  consitlerably  larger  than  the  child's 
head,  soft  and  lluctuatin^',  and  rolling  alxjut  whenever  the  child 
was  moved.  When  unsui){)orted  it  hung  down,  resting  on  the  l>ack 
between  the  shoulders.  It  was  attached  by  a  comparatively 
narrow  neck  to  the  occipital  region,  immediately  above  the  pro- 
tuberance. The  investing  membrane  seemed  to  be  an  extension  of 
the  scalp  which  the  tumour  had  drawn  away  from  the  head,  and 
it  was  covered  with  hair  for  about  an  inch  and  a  half  l)eyond  its 
attachment.  It  was  thick  and  finn,  like  the  scalp,  and  8ui>p]ied 
with  numerous  large  bloodve.s.sels,  but  towards  the  posterior  part  it 
became  much  thinner,  as  if  the  sac  had  iKien  stretched  to  accomo- 
date the  increasing  contents,  and  at  one  ])lace  it  was  semi-trans- 
parent. In  colour  it  was  somewhat  deeper  than  the  child's  head, 
and  tlie  thin  part  was  ecchymosed  and  presented  a  slight  abrasion, 
wliiili  was  evidently  the  result  of  pressure  during  labour.  On 
palpation  the  tumour  iluctuated  freely,  was  not  very  tense,  and 
appeared  to  consist  of  an  unilocular  cyst  As  it  could  not  be 
reduced  in  size  by  pressure,  and  as  no  opening  could  be  felt  in  the 
occipital  bone,  which  was  well  ossified,  there  was  evidently  no 
comnmnication  with  the  interior  of  the  skulL  The  neck  of  the 
tumour,  when  grasped  between  the  finger  and  the  thumb,  was  not 
broader  than  one  inch  and  three-quarters. 

Now  the  treatment  had  to  be  considered,  for  the  friends  were 
most  anxious  for  the  immediate  removal  of  the  tumour,  if  pos- 
sible. The  propriety  of  immediate  removal  may  be  questioned, 
and  the  evacuation  of  its  contents  by  tapping  preferred.  The 
latter  would  be  attended  with  less  shock,  and  then  the  sac  could  be 
removed  subse(iuently  wiien  the  child  got  stronger ;  but  in  those 
cystic  tumours  there  is  a  great  tendency  to  re-secretion  of  fluid  after 
tapping,  even  although  washed  out  with  iodine,  which  would  be  a 
drain  on  the  infant's  strength,  and  then  there  is  the  danger  of 
suppuration  even  under  antiseptic  precautions.  The  bright  and 
vigorous  condition  of  the  child,  the  evident  discomfort  caused  by 
the  mobility  of  the  tumour,  the  bruised  and  discoloured  appear- 
ance of  the  thinnest  part  of  the  sac,  the  narrowness  of  the  neck, 
and  the  fact  that  there  was  no  opening  to  be  felt  in  the  occipital 
bone,  induced  me  to  remove  the  tumour  at  onca  The  neck  having 
been  strangulated  by  three  silver  stitches,  and  the  cyst  punctured 
to  allow  the  fluid  to  escape,  I  proceeded  to  cut  away  the  sac  beyond 
the  stitches.  There  was  no  bleeding,  and  I  dressetl  the  wound 
with  carbolic  oil  and  absorbent  cotton-wool     During  the  first  four 
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days  there  was  a  copious  secretion  of  serous  discharge ;  but  by  the 
sixth  day  it  had  greatly  diminished,  and  the  wound  appeared  to 
have  contracted  and  its  edges  to  be  granulating.  The  child  stood 
the  operation  well,  but  was  rather  fretful  for  the  first  twenty-four 
hours ;  after  that  it  became  quite  bright  and  lively,  and  took  the 
breast  freely.  It  got  on  favourably  till  the  seventh  day,  when  it 
began  to  refuse  the  breast  and  cry  frequently ;  after  that  it  gradu- 
ally sank,  and  died  of  convulsions  on  the  ninth  day. 

The  cyst  contained  upwards  of  twenty-five  ounces  of  sero- 
sanguinolent  fluid,  which,  when  boiled  and  nitric  acid  added,  de- 
posited fully  one-half  of  albumen.  Under  the  microscope  blood- 
corpuscles  appeared  to  be  very  numerous,  the  fluid  being  covered 
with  a  thin  layer  of  them  floating  in  a  straw-coloured  fluid.  The 
cyst  was  lined  with  a  smooth  membrane,  on  which  ramified 
numerous  bloodvessels,  some  of  them  of  large  size.  On  examination 
after  death  I  found  the  occipital  bone  entire,  almost  completely 
ossified,  and  covered  by  its  pericranium,  upon  which  the  remaining 
portion  of  the  cyst-wall  rested,  but  was  easily  separated  from  it. 
Unfortunately  permission  was  not  granted  to  open  the  head. 

As  a  companion  to  my  case,  I  have  copied  the  following  notes 
from  Billroth's  Clinical  Surgery}  In  his  case  the  tumour  was 
much  smaller,  and  had  a  broad  attachment  to  the  head,  which 
would  prevent  its  removal  and  leave  tapping  as  the  only  resort. 

"  R  W.,  a  female  child,  three  days  old,  was  admitted  for  a  con- 
genital tumour  at  the  back  of  its  head.  The  birth  had  been 
accomplished  by  natural  means.  The  tumour  gave  the  child  a 
two-headed  appearance.  The  tumour  was  soft,  fluctuating,  and 
moderately  full  of  fluid,  so  that  we  were  able  easily  to  satisfy  our- 
selves that  there  was  no  opening  in  the  skull,  and  that  the  tumour 
was  neither  an  encephalocele  nor  meningocele.  The  right  ulna 
was  unnaturally  short,  so  that  the  hand  of  that  side  was  strongly 
adducted.  No  other  deformity  was  noticeable.  As  soon  as  the 
child  had  become  a  little  accustomed  to  residence  in  hospital 
and  took  its  food  well,  I  punctured  the  cyst  and  drew  off  five 
ounces  of  clear,  light-coloured  fluid.  No  opening  could  be  found 
after  puncture.  The  sac  began  to  fill  again  slowly,  but  diarrhoea 
came  on  the  day  after  the  operation.  This  was  followed  by 
pneumonia,  and  the  child  died  a  week  after  the  puncture.  Post- 
mortem :  the  cyst  was  found  to  consist  of  a  thin- walled  sac  with 
a  very  smooth  lining.  It  lay  in  the  cellular  tissue  beneath  the 
scalp,  and  was  easily  removable  from  the  bone.  No  opening  in  the 
skull,  or  defect  where  some  previously  existing  communication 
might  have  been  shut  off,  could  be  found." 

Unfortunately  the  treatment  adopted  was  unsuccessful  in  both  cases. 

I  think  it  would  have  been  better  to  have  tapped  the  cyst  first,  and 

waited  until  the  child  was  older  and  stronger  before  removing  the 

sac.     There  was  only  one  consideration  which  prevented  me  doing 

*  Published  by  New  Sydenham  Society,  1881. 
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that,  and  it  was  the  tendency  wliich  those  cystic  tumours  have  to 
ro-sucretu  Hcrous  fluid  aftur  lxjin<;  emptied.  This  ofton  nocosaitates 
rcpuatod  tap])in;{s,  which,  even  with  antiseptic  preaiutions,  are  not 
always  unattended  with  dan^'er.  Dr  K.  N.  Macdonald's  case  of 
con<^enital  cystic  tumour  of  the  left  side  of  the  neck  illustrates 
this.  On  the  24th  July,  when  the  child  was  only  tliree  days 
old,  he  tapped  the  cyst  for  the  first  time,  and  drew  ofT  a  pint  of 
albuminous  fluid.  On  the  IClh  August  he  aj^ain  tapjxjd  it,  and 
withdrew  about  the  same  fpuintity  of  similnr  fluid.  On  the  18th 
October  he  tapped  for  the  third  time,  and  drew  offal^ut  24  ounces 
of  fietid  pus.  The  child  died  from  suppuration  of  the  sac  and 
meningitis  on  the  5th  November,  having  lived  for  three  months 
and  a  hulf.^ 

These  fatal  cases  indicate  the  difficulties  and  dangers  attending 
the  treatment  of  congeniUd  cystic  tumours ;  and  by  recording  sucli 
we  may  enable  others  to  benefit  by  our  failures,  and  thus  contribute 
towards  more  successful  practice. 

If.  The  rresident  showed  a  parovakian  TUMOUR  of  unusually 
large  size.  It  had  been  tapped  seven  years  ago,  and  again  eighteen 
months  ago.     As  it  had  filled  up  again,  it  was  removed. 

III.  The  President  showed  the  OVARIES  which  he  had  removed 
that  morning  from  a  patient  suffering  from  dysmenorrhcea.  Tlio 
operation  wag  unusually  difficult,  as  one  of  the  ovaries  was  so  fimdy 
bound  down  that  it  could  not  be  brought  up  to  the  abdominal 
wound.  A  ligature  was  placed  round  it  with  the  intention  of  leav- 
ing it  to  atrophy  in  situ;  as  this  ligature  cut  into  the  ovarian  tissue, 
there  was  no  alternative  but  to  bring  the  ovary  forcibly  upwards, 
and  place  a  ligature  lower  down.  The  patient  stood  tlie  operation 
fairly  well.  [The  patient  died  on  the  sixth  day  after  the  operation 
of  peritonitis. — A.  li.  S.] 

IV.  Dr  Barhour  showed  the  UTERUS  from  a  patient  who  died  of 
phthisis  two  and  a  half  days  after  delivery,  to  be  made  the  subject 
of  a  future  communication. 

V.  Dr  Chapman  showed  some  small  calculi,  about  the  size  of 
small  peas,  which  he  had  found  embedded  in  the  tissue  round  the 
urethral  orifice.  They  were  apparently  concretions  which  had 
formed  in  the  glands,  or  had  found  their  way  outwanls  through 
the  urethral  wall.  The  patient  suffered  from  complete  incon- 
tinence of  urine,  her  bliulder  being  fixed  and  rendered  quite 
incapable  of  dilatation  by  the  remains  of  a  former  pelvic  inflamma- 
tory attack,  wliich  had  ended  in  an  abscess  opening  through  the 
abdominal  wall. 

VI.  DrHart  read  the  following  note  on  the  naked  eye  anatomy 

OF  TUE  FEMALE  EXTERNAL  GENITALS  : — The  ]X)int  I  wish  tO  cleaT  up 
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is  easily  understood.  In  the  anatomical  descriptions  of  the  external 
genitals,  the  fourchette  and  labia  minora  are  stated  to  be  mucous 
membrane.  Anatomists  have  described  them  thus,  in  error,  owino: 
to  the  fact  that  the  external  genitals  in  the  cadaver  soon  get 
altered,  and  have  a  misleading  appearance  to  the  naked  eye.  In 
the  living  female,  however,  it  can  be  readily  seen  that  the  four- 
chette is  skin  and  that  the  labia  minora  are  also  skin.  If  I  am 
asked  on  what  I  base  this  statement,  I  reply  that  to  the  naked  eye 
these  structures  have  the  appearance  of  skin  ;  and,  further,  that  the 
line  of  separation  between  skin  and  mucous  membrane  can  be 
clearly  seen  not  to  include  them.  Hilton  has  already  noted  that 
at  the  anal  aperture  the  line  of  separation  between  skin  and  mucous 
membrane  is  perfectly  distinct,  and  he  terms  it  the  white  line. 
This  line  is  of  great  importance  in  determining  the  fact  as  to 
whether  piles  are  external  or  internal.  If  the  external  genitals  be 
looked  at  carefully,  we  can  trace  the  line  of  demarcation  between 
skin  and  mucous  membrane  as  running  along  the  base  of  the  inner 
aspect  of  each  labium  minus,  and  passing  into  the  fossa  navicularis, 
separating  its  skin  boundary,  the  fourchette,  from  the  mucous 
membrane  over  the  hymen.  While  Garriguez  has  drawn  attention 
to  the  error  in  the  statement  that  the  fourchette  is  mucous  mem- 
brane, no  one,  so  far  as  I  am  aware,  has  pointed  out  the  true 
structure  of  the  labia  minora.  Turner,  however,  has  described 
them  as  muco-cutaneous.  The  exact  relation  of  the  external 
genitals  to  one  another  is  of  interest.  The  labia  raajora  have  their 
inner  surfaces  in  contact,  whatever  posture  a  woman  may  assume. 
The  labia  minora  are  also  in  contact,  and  the  fossa  navicularis  is 
artificially  made  when  the  fourchette  is  hooked  down.  This  exact 
apposition  of  the  external  genitals  has,  of  course,  a  protecting 
influence  on  the  sensitive  organs. 


The,  President  thanked  Dr  Hart  for  drawing  the  attention  of  the 
Fellows  to  this  point  in  anatomy.  Though  it  might  seem  of  small 
moment,  it  might  be  of  pathological  importance  in  explaining 
warts  and  other  growths  on  the  nymphas.  Since  Dr  Hart  had  directed 
his  attention  to  this  point,  he  had  examined  several  cases,  and  could 
confirm  Dr  Hart's  observations. 

VII.  The  President  read  his  communication  on  a 

CASE  OF  EXTIRPATION  OF  THE  UTERUS  THROUGH  THE 
VAGINA  FOR  CARCINOMA 

Cases  of  cancer  of  the  uterus  suitable  for  the  total  extirpation  of 
the  organ  are  rare.  Since  I  heard  Professor  Freund  describe  his 
operation  at  the  Naturforscherversammlung  at  Cassel,  I  have  been 
watching  for  a  case  in  which  the  operation  was  not  only  feasible, 
but  justifiable  as  offering  a  fair  prospect  of  extirpating  all  the  dis- 
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eased  tissue.  Pnticnts  affected  with  uterine  cancer  do  not  often  seek 
advice  till  the  iniili<^Mi!int  iiiHItration  has  extended  so  far  tliat  com* 
plete  removal  is  impossiWle. 

The  case  which  forms  the  suhject  of  this  paper  was  a  peculiarly 
suitable  one;  the  oj)emtion  was  porforniod  with  ease,  and  the 
patient  stood  it  well.  It  ha<l  an  uufurtunato  termination,  through 
the  actual  cautery  not  having  proved  a  sufficient  safe-guard  against 
hcemorrhage. 

Report  of  Case,  by  Mr  D.  Smart,  clinical  clerk : — 

"  A.  B.,  age  39,  married ;  residence,  Linlithgow ;  date  of  admission, 
23rd  May  1882. 

Complaint  and  Duration  of  Illness. — Excessive  flow  at  menstrual 
period  ;  has  lasted  seven  months. 

During  the  month  of  October  last  year,  patient  suffered  much  from 
a  feeling  of  chilliness  and  shiverings.  When  her  menstrual  period 
arrived  in  November,  the  discharge  became  profuse  but  not  painful. 
It  lasted  longer  than  the  usual  time,  and  she  consulted  Dr  Hunter 
about  it,  who  recognised  the  serious  condition  of  matters,  and  by 
careful  operation  kept  the  disease  in  check  for  some  time.  She 
felt  no  pain  and  no  feeling  of  weakness,  but  discharge  at  each 
successive  period  still  continued  profuse,  and  she  states  that 
since  tlie  commencement  of  her  illness  only  a  fortnight  has 
elapsed,  as  a  rule,  between  the  cessation  of  the  one  monthly 
flow  and  the  commencement  of  the  next,  and  that  for  the  last  two 
months  it  has  been  painful.  About  six  weeks  ago  discharge  at 
period  was  much  clotted,  and  since  then  she  states  she  has  felt 
much  better,  and  her  menstnial  flow  has  decreased,  she  having  had 
one  period  since  the  passage  of  the  clotted  discharge.  Previous 
health  was  good ;  does  not  know  of  ever  having  had  any  disease 
or  injury.  Has  had  a  good,  comfortable  home;  plenty  of  good 
food  ;  has  never  been  intemperate.  Her  father  and  mother  are  Ijoth 
alive  and  well;  are  aged  65  and  64  respectively;  she  has  three 
sisters  and  five  brothers,  all  alive  and  strong ;  she  states  that  one 
brother  has  suffered  from  Bright's  disease. 

Menstruation.  —  (A.)  N(/rmal.  —  (a.)  Date  of  commencement : 
fifteenth  year,  (b.)  Type :  twenty-eight  days,  (c.)  Duration :  four 
days,  (f?.)  Quantity:  fair.  (B.)  Morbid — (a.)  Amenorrhea :  never 
except  during  lactation  and  pregnancy,  (b.)  Menorrhagia:  has 
suftured  from  excessive  discharge  for  seven  months,  lasting  for  a 
fortnight  on  each  occasion,  (c.)  Dysmenorrhoea :  has  hod  occa- 
sionally a  slight  burning  pain. 

IiUermenstrual  Discharge. — None. 

Pregnancies. — («.)  Number:  six,  and  four  abortions,  (b)  Dates 
of  first  and  last:  March  1864,  February  1880.  JVo<«.— Last  birth 
was  premature,  six  weeks  before  term,  (c.)  Abortions :  four ;  in 
none  of  them  was  pregnancy  far  advanced.  She  states  she  con- 
sidered her  clotted  discharge  of  six  weeks  ago  (already  described)  as 
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not  unlike  an  abortion.  She  has  had  three  children  since  her  last 
miscarriage,  {d.)  Character  of  labours :  five  presented  normally ; 
one  was  a  breech  case ;  has  never  been  the  subject  oi  instrumental 
delivery,  (e.)  Puerperia :  all  her  recoveries  have  been  rapid ;  has 
always  kept  in  bed  for  a  fortnight ;  on  two  cases  she  suffered  from 
suppurating  breasts.  (/.)  Lactation:  although  her  breasts  are 
small,  she  has  nursed  all  her  children  herself  till  they  were  ten 
months  old;  has  suffered  from  suppurating  breasts;  excepting 
during  the  periods  of  suppuration,  she  has  always  nursed  with 
both  breasts. 

General  Functional  Derangements. — (a.)  Nervous  system  :  normal. 
(h.)  Eespiratory  system :  complains  of  hard,  dry,  tickling  cough,  (c.) 
Circulatory  system :  normal,  (d.)  Digestive  system :  normal,  (e.) 
Emunctories :  normal ;  urine  examined,  no  albumen. 

Physical  Examination. — Mammae  multiparous  ;  abdomen  covered 
with  striae  of  former  pregnancies.  No  other  fact  worth 
noting. 

External  Pudenda,  Vaginal  and  Bimanual  Eocamination. — 
Perinajum  ruptured  down  through  external  sphincter;  ostium 
vaginae  very  patulous ;  cervix  low  down,  thickened  very  much 
antero-posteriorly ;  margins  of  os  irregular,  somewhat  excavated, 
specially  posterior  lip  and  towards  left  side.  Mucous  membrane 
of  anterior  fornix  normal,  of  posterior  fornix  encroached  on  by 
an  irregular  thickening,  especially  towards  the  right  side.  In 
posterior  fornix  fundus  uteri  felt.  Bimanually,  in  left  fornix  a  body 
is  felt  in  the  position  of  the  ovary,  but  with  apparently  some 
deposit  round  it;  uterus  freely  movable,  somewhat  enlarged. 
After  careful  examination  and  consultation  with  Dr  Hunter  (of 
Linlithgow),  whose  patient  she  was.  Professor  Simpson  decided  that 
the  only  chance  lay  in  the  uterus  being  removed  by  operation,  which 
was  accordingly  done  on  23rd  May. 

Description  of  Operation. — Patient  having  been  chloroformed,  the 
bladder  was  emptied  with  a  catheter  and  a  sound  passed  and  held 
by  an  assistant.  She  was  then  placed  in  the  lithotomy  posture, 
and  the  cervix  drawn  down  with  two  volsellae  on  anterior  and  pos- 
terior lips.  The  mucous  membrane  of  the  anterior  fornix  was  now 
divided  with  the  thermo-cautery,  and  the  incision  was  further 
carried  through  the  cellular  tissue,  the  exact  relation  of  the  bladder 
being  ascertained  from  time  to  time  with  the  finger.  The  cervix 
having  been  drawn  forwards,  the  mucous  membrane  of  posterior 
fornix  was  similarly  incised  and  the  peritoneal  cavity  opened  into. 
Two  fingers  were  passed  through  this  opening  into  cavity  of  peri- 
toneum, when  it  was  found  that  uterus  was  quite  accessible  and 
freely  movable.  Hooking  the  finger  over  the  broad  ligament, 
and  depressing  with  it  the  peritoneum  of  the  utero-vesical  pouch. 
Professor  Simpson  divided,  by  means  of  cautery,  this  part  of  the 
peritoneum.  There  was  no  hcemorrhage  during  use  of  the  cautery. 
A  ligature  was  now  carried  round  the  broad  ligament  with  the 
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finger,  tlio  ligature  being  fixed  by  a  loop  to  the  finger-tip,  and  the 
broad  liganiunt  thiia  ligatured  on  the  left  side  near  the  l)ody  of  the 
uterus.  A  similar  pluu  Imving  been  carried  out  with  the  ligament  on 
the  right  side,  the  uterus  was  divided  in  the  middle  line  with  a  pair 
of  strong  scissors.  With  the  exception  of  some  blood  in  the  uterus 
itself,  there  was  no  hctmorrhage  in  vxaking  this  section,  which  was 
easily  and  quickly  efTccted.  The  left  broad  ligament  was  now 
transfixed  with  a  short  curved  needle  threaded  with  a  double 
carbolized  silk  suture,  by  which  means  the  ligament  was  ligatured  in 
two  portions.  The  left  half  of  the  uterus  was  now  cut  away,  when 
tliero  occurred  some  oozing  from  a  vessel  in  the  pedicle,  which  was 
controlled  by  a  ligature  on  the  end  of  the  stump.  The  right  broad 
ligament  having  been  similarly  treated,  the  corresponding  half  of 
the  uterus  was  removed,  but  no  hajmorrhaj'e  occurred  here.  The 
two  pedicles  were  brought  down  through  the  opening  in  the 
vaginal  roof,  a  T-shaped  glass  drainage-tube  placed  between  them, 
a  pad  of  salicylic  wool  placed  over  the  vulva  and  kept  in  posi- 
tion by  a  T  bandage,  which  also  steadied  the  drainage-tuba 
There  was  no  loss  of  blood  immediately  after  operation. 

Progress  and  Result. — After  operation  patient  had  good  pulse ; 
only  jj.  of  blood-stained  serum  passed  through  drainage-tube 
during  first  ten  hours.  At  11.30  p.m.,  however,  pretty  free  hajmor- 
rhage  occurred,  and  Dr  Barbour  was  sent  for,  who  found  that 
the  patient  was  losing  a  considerable  amount  of  blood.  With 
the  assistance  of  Drs  Hewetson  and  Johnson,  he  exposed 
the  roof  of  the  vagina,  and  found  ha*morrhage  was  not  coming 
from  either  of  the  pedicles,  but  seemed  to  be  from  comer  of 
fornix  or  some  point  higher  up  in  the  abdominal  cavity.  It  was 
temporarily  stopped  by  a  pair  of  artery  forceps.  Professor  Simpson 
was  sent  for,  and  succeeded  in  checking  tiie  bleeding  by  bring- 
ing together  the  rriucous  membrane  and  the  peritoneal  edges  of 
the  wound  in  the  posterior  fornix.  Patient  had  then  a  weak, 
irregular  pulse,  but  was  apparently  improving,  there  being  no 
more  signs  of  hoemorrhage.  At  8.30  a.m.,  however,  she  collapsed 
without  any  premonitory  symptoms,  and  died. 

On  opening  the  wound  afterwards  some  blood-clots  were  found 
in  the  vaginal  roof,  but  there  had  been  apparently  no  internal 
hcemorrhage." 

Professor  Freund  (of  Strasburg)  was  the  first  to  make  total 
extirpation  of  the  uterus  for  malignant  disease  one  of  the  recog- 
nised operations  in  gynajcology.  In  his  method  of  operating,  the 
uterus  is  removed  by  incision  tlirough  the  abdominal  walls  in  the 
following  manner:^ — An  incision  is  made  in  the  midiUe  line,  ex- 
tending downwards  to  the  symphysis,  and,  if  necessary,  the  recti 
are  partially  divided  at  their  insertion.    The  periton«jal  cavity 

*  Volkmann'8  Sammlung  kliniteher  VortrOge,  Nr.  133  ;  and  CnUnUbleUt  fUr 
GynHkologie,  N.  12,  1878. 
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having  been  opened  into,  the  intestines  are  drawn  out  of  the  pelvis. 
Each  broad  ligament  is  ligatured  in  three  portions.  The  lowest 
loop  passes  through  the  round  ligament  and  dips  into  the  lateral 
fornix  of  the  vagina,  so  as  to  control  the  uterine  artery ;  the  inter- 
mediate one  passes  through  the  round  and  the  ovarian  ligament, 
and  thus  constricts  the  pampiniform  plexus  ;  the  uppermost  passes 
through  the  ovarian  ligament  and  the  upper  edge  of  the  broad 
ligament,  thus  controlling  the  ovarian  artery.  The  results  of  ex- 
tirpation by  this  method  are  so  discouraging  that  it  will  probably 
be  only  employed  in  cases  where,  from  the  smallness  of  the  vagina 
or  the  large  size  of  the  uterus,  extirpation  by  the  vaginal  operation 
is  impossible.^ 

In  this  case  I  followed  the  vaginal  method  of  extirpation 
elaborated  by  Czerny  ^  and  Schroeder.'*  It  causes  much  less  shock 
to  the  patient  than  the  abdominal  method ;  when  the  vagina  is 
roomy  and  the  uterus  low  down,  the  latter  is  more  accessible  ^er 
vaginam.  A  great  difficulty  in  this  operation  is  the  application  of 
the  ligatures.  The  method — adopted  in  this  case — of  passing  first 
a  temporary  mass-ligature  and  then  dividing  the  uterus  in  the 
middle  line,  will  prove  an  important  modification,  as  it  enables  the 
operator  to  carry  the  final  ligatures  through  the  broad-ligament 
pedicles  with  greater  ease  and  security.  Professor  Miiller  of  Bern 
has  suggested  the  propriety  of  thus  splitting  the  uterus,  without, 
however,  explaining  how  it  might  be  done.  The  method  proposed 
by  Corradi,  of  doing  laparatomy  first,  merely  for  the  sake  of 
ligaturing  the  broad  ligaments,  and  then  extirpating  the  uterus  per 
vaginam,  seems  a  clumsy  procedure. 

The  operation  for  extirpation  of  the  uterus  through  the  vagina 
does  not  produce  a  great  shock.  The  condition  of  this  patient 
after  the  operation  was  not  worse  than  after  a  simple  ovariotomy, 
and  much  less  blood  was  lost.  Of  8  cases  operated  on  by  Schroeder 
and  his  assistant,  and  reported  in  his  paper  referred  to,  7  made  a 
good  recovery.  Hegar  and  Kaltenbach  *  have  collected  statistics 
of  29  operations,  of  which  21  recovered,  giving  a  mortality  of  26-6 
per  cent.  The  sphere  of  the  operation  will  be  always  limited,  as 
we  rarely  see  carcinoma  of  the  cervix  at  so  early  a  stage  that  we 
can  hope,  even  by  this  extreme  measure,  to  remove  all  the  disease. 
Cancer  of  the  body  of  the  uterus,  to  which  extirpation  is  more 
applicable,  is  rare. 

It  is  important  to  note  that  the  thermo-cautery  cannot  always 
be  depended  on  as  a  means  of  preventing  haemorrhage.     It  did 

''  According  to  Hegar  and  Kaltenbach  (Die  Operative  Gynakologie,  Stuttgart, 
1881,  p.  408),  the  mortality  is  71  per  cent.  Of  89  cases  of  completed  opera- 
tion, 26  recovered. 

*  Wiener  med.  Wochenschrift,  1879,  Nr.  45-49. 

*  Verhandlung  der  gyn.,  Sektion  deutscher  Naturforscher  in   Danzig,  1880 
and  Zeitschrift  fur  Geb.  u.  Gyn.,  B.  vi  Heft  2,  p.  213. 

*  Op.  cit.,''p.  409. 
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admirably  at  tho  operation,  the  patient  losing  scarcely  an  ounce  of 
blood.  Ten  hours  afterwards  haemorrhage  began,  apparently  from 
the  venous  plexuses  in  the  fornices ;  perhaps  the  pulling  about  of 
these  edges  favoured  the  detachment  of  the  bkmd-clot  afterwards. 
On  the  next  occasion  I  shall  use  the  knife  and  ligatures. 

Dr  Wilson  expressed  regret  at  the  unfortunate  termination  of 
this  case. 

rrofessor  Byford  of  Chicago  asked  for  the  President's  opinion  as 
to  the  propriety  of  operating  even  in  favourable  cases,  remem- 
berinj^  the  possibility  that  the  diseased  tissue  ujight  be  removed 
only  in  part,  or  might  recur  at  no  distant  period. 

The  President  thought  that  the  cases  were  few  in  which  it  was 
desirable  to  operate.  On  the  other  hand,  there  were  cases  in  which 
the  operation  was  distinctly  indicated — when  the  disease  was  limite*! 
to  the  mucous  membrane,  or  when  there  were  no  deposits  in  the 
connective  tissue,  or  when  the  uterus  was  not  greatly  enlarged. 
If  there  was  deposit  in  the  cellular  tissue  the  operation  was 
entirely  excluded. 

Dr  Craig  remarked  on  the  absence  of  pain  in  some  cases  as  pre- 
venting the  patient  from  seeking  advice  till  operative  treatment 
was  impossible. 

Dr  C/utpman  thought  that  the  operation  depended  upon  our 
being  able  to  diagnose  carcinoma  at  an  early  stage,  so  as  to  operate 
before  the  pelvic  glands  were  affected. 

Dr  Barhmir  remarked  on  the  three  modes  of  the  spreading  of 
carcinoma  of  the  cervix — downwards  into  the  vagina,  outwards  into 
the  connective  tissue,  and  upwards  into  the  uterus.  Cases  of  the 
last  type,  which  were  comparatively  rare,  are  the  only  ones  fitted 
for  extirpation  of  the  uterus. 

Dr  Hart  drew  attention  to  the  anatomical  relations  of  the  uterus 
as  being  peculiarly  favourable  to  extirpation  per  vaginam.  The 
fact  that  the  uterus  can  be  easily  drawn  down,  its  loose  attach- 
ments to  the  bladder  and  the  rectum,  the  absence  of  intestine  in 
the  lowest  part  of  the  pouch  of  Douglas  and  in  the  vesico-uterine 
pouch,  made  removal  easier. 

Professor  Byford  thought  that  carcinoma  does  not  begin  as  a 
distinctly  localized  deposit.  He  had  never  had  a  case  in  which  he 
had  diagnosed  carcinoma  until  the  whole  cervix  was  thickened. 
He  had  not  met  with  the  localized  hard  nodule  in  which  it  was 
often  said  the  disease  originated. 

Dr  Sutton,  Pittsburg,  described  fully  Professor  Schrreder's 
method  of  extirpating  the  uterus  /x-r  vaginam.  After  incising  the 
mucous  membrane  of  the  anterior  fornix,  he  separates  the  tissue 
with  the  finger-nail.  He  then  cuts  into  the  pouch  of  Douglas 
posteriorly,  passes  the  hand  over  the  uterus,  so  as  to  divide  the 
peritoneum  of  the  utero- vesical  pouch  upon  the  finger ;  he  ligatures 
each  broad  ligament  with  a  double  ligjiture  before  cutting  away 


142        EXTIRPATION   OF  THE   UTERUS   THROUGH   THE   VAGINA. 

the  uterus.  After  closing  the  ends  of  the  wounds  in  the  fornices 
with  ligatures,  which  at  the  same  time  fix  the  pedicle,  he  passes 
a  drainage-tube  into  the  wound,  introducing  a  pencil  of  iodoform 
along  with  it.  Billroth,  before  ligaturing  the  broad  ligaments, 
fixes  them  temporarily  in  long,  flat  forceps. 

I'he  President  congratulated  the  Society  on  the  presence  of 
Professor  Byford  and  Dr  Sutton  at  their  meeting,  and  thanked 
these  gentlemen  for  their  contributions  to  the  discussion  of  the 
evening. 


Meeting  XII.— July  19,  1882. 
Professor  Alex.  Russell  Simpson,  President,  in  the  Cliair. 

I,  Dr  Milne  Chapman  showed — (1.)  A  cancerous  ulcer  which  he 
had  lately  removed  from  the  vulva  of  a  patient  aged  72.  It  occupied 
the  cleft  between  the  small  and  the  great  labium  on  the  left  side, 
and  involved  part  of  the  prepuce  of  the  clitoris.  There  was  one 
suspiciously  enlarged  gland  in  the  groin,  but  after  consultation 
with  Dr  Thomas  Keith  the  ulcerated  surface  was  removed,  and  the 
gland  left  alone.  The  thermo-cautery  knife  was  used,  several  long 
needles  having  been  first  passed  deeply  beneath  all  the  hardened 
tissues  so  as  to  form  a  guide  for  the  incision.  About  half  an  inch  of 
the  clitoris  was  removed,  and  there  was  here  some  trouble  from 
bleeding,  which  was  controlled  by  the  application  of  several  catgut 
ligatures.  On  the  opposite  buttock,  about  the  level  of  the  anus, 
there  was  a  small,  circular,  parchment-like  portion  of  skin,  about  one- 
eighth  of  an  inch  in  diameter,  which  was  also  removed,  and  which, 
on  subsequent  microscopic  examination,  proved  to  be  malignant. 
The  wounds  healed  slowly  and  completely,  and  the  enlarged  gland 
disappeared.  (2.)  An  intra-uterine  polypus  which  he  had  that 
day  removed  from  a  patient  of  Dr  Bennet  of  Leith.  There  had 
been  frequent  bleedings  for  five  years  previously.  Scissors  were 
used  to  divide  the  neck  of  the  growth,  and  there  was  no  haemor- 
rhage. 

II.  Dr  J.  Halliday  Groom  showed  a  patient  with  atresia  vaginae 
formed  by  a  thick  hymen.  There  had  been  retention  of  menses. 
The  menstrual  fluid  escaped,  not  through  any  opening  in  the  hymen, 
in  which  there  was  absolutely  no  aperture,  but  through  an  opening 
in  the  urethra.  Dr  Croom  invited  Fellows  to  examine  patient. 
She  was  the  subject  of  a  communication. 
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III.  Dt  Barhowr  read  his  communication  on 

THE  DIAGNOSIS  OF  ADVANCED  EXTRA-UTERINE  GESTA- 
TION  ABTER  THE  DEATH  OF  THE  FCETUS  (WITH  A 
FROZEN  SECTION). 

Advanced  extra-uterine  gestation  presents,  when  the  fcetus  is  dead, 
peculiar  difficultius  in  diagnosis,  which  are  well  illustrated  by  the 
case  which  forms  the  subject  of  this  communication.  The 
accompanying  frozen  section  gives  the  most  truthful  representation 
of  the  condition  on  clinical  examination,  and  shows  how  a  positive 
diagnosis  may  be  impossible. 

The  following  is  a  brief  history — from  the  notes  of  Mr  Fraser, 
the  clerk  who  had  charge  of  the  case  : — 

"  A.  B.,  iutas  24,  iv.-para.  Five  months  ago  the  patient  passed 
two  periods  without  menstruating,  had  morning  sickness,  and 
thought  herself  pregnant.  Three  months  ago  she  began  to  have 
irregular  lucmorrhages  twice  or  thrice  a  month,  sometimes  in  con- 
siderable quantity.  At  the  same  time  she  suffered  from  occasional 
pain  in  the  back  and  across  the  abdomen  ;  now  and  then  this  was 
so  severe  that  she  had  to  sit  down,  but  she  was  never  confined 
to  bed.  For  the  last  six  weeks,  she  has  had  difficulty  in  moving 
the  bowels ;  three  weeks  ago,  and  on  other  occasions  since,  there 
has  been  retention  of  urine  requiring  catheterization." 

Condition  on  First  Examination.  When  I  first  saw  the  case  the 
patient  was  lying  in  a  somewhat  collapsed  condition,  with  a  weak 
})ulse,  and  complaining  of  abdominal  pain  and  violent  retching. 
On  palpation  of  the  abdomen  there  was  found  a  cystic  swelling, 
extending  from  the  symphysis  pubis  to  the  epigastrium.  On  pass- 
ing the  catheter  aiid  drawing  off  a  hundred  ounces  of  urine,  the 
swelling  proved  to  have  been  the  distended  bladder.  The  outline 
of  the  emptied  organ  could  be  distinctly  palpated  through  the  ab- 
dominal wall,  the  fundus  being  three  inches  above  the  sym- 
physis. A  tumour  could  now  be  felt  in  tiie  pelvis  and  rising 
three  inches  above  the  brim.  On  vaginal  examination  the  vagina 
was  found  to  be  compressed  against  the  symphysis  pubis  and 
drawn  upwards,  so  that  the  finger  could  not  reach  to  the  roof.  On 
rectal  examination,  a  tumour  was  felt  bulging  through  the  anterior 
wall  and  compressing  the  rectum.  This,  on  bimanual  examination, 
was  continuous  with  that  felt  above  the  brim. 

As  the  case  was  urgent,  the  patient  was  at  once  removed  to 
hospital  and  placed  under  Professor  Simpson's  care  in  tlie 
Buchanan  Ward.  More  careful  examination  under  chloroform 
brought  out  the  following  facts.  The  tumour  was  of  semi-elastic 
consistence,  and  firmly  wedged  in  the  pelvis.  The  cervix  could 
not  be  reached  per  vaginam,  but  a  small  projection  was  felt,  which 
was  supposed  to  be  the  {>osterior  lip.     The  condition  of  the  vaginal 
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mucous  membrane  pointed  to  pregnancy.  The  most  careful  palpa- 
tion could  not  detect  the  uterus  distinct  from  the  tumour,  although 
the  empty  contracted  bladder  was  felt  lying  on  its  anterior  surface. 
No  uterine  contractions  could  be  observed  in  the  walls  of  the  tumour, 
and  there  was  no  ballottement.  Auscultation  revealed  neither 
uterine  bruit  nor  foetal  heart.  The  mamma?  were  pigmented,  and 
gave  colostrum  on  compression. 

Diagnosis.  This  lay  between  (1)  retroflexion  of  the  gravid 
uterus ;  (2)  extra-uterine  gestation ;  and  (3)  ha^matocele  in  the 
pouch  of  Douglas,  due  to  the  rupture  of  a  Fallopian-tube  gestation. 

An  upward  displacement  of  the  pubic  segment  of  the  pelvic  floor 
— i.e.,  cervix,  bladder,  and  retro-pubic  fat — occurs,  as  Dr  Hart  ^  has 


Fio.  1. — Retroflexion  of  the  gravid  uterus,  producing   upward  displacement  of  th?  cerrix  and 

bladder  (Schroeder). 

pointed  out,  in  retroflexion  of  the  gravid  uterus  (Fig.  1).  It  also 
occurs  in  cases  of  a  large  retro-uterine  haematocele  (Fig.  2).  So  far 
as  I  have  read,  it  has  never  been  described  in  an  extra-uterine 
gestation  of  this  size ;  though  the  diagrammatic  sketch  of  a  seven 
months'  gestation  recorded  by  Bandl,^  shows  a  certain  amount  of 
upward  displacement  {v.  Fig.  3).  In  the  present  case  the  empty 
bladder  was  found  by  clinical  examination  (confirmed  by  post- 
mortem) to  have  become  altogether  abdominal. 

The  fact  that  the  anterior  surface  of  the  tumour  was  perfectly 
smooth,  and  showed  no  inequality  which  might  represent  the  fundus 
uteri,  favoured  the  supposition  that  the  tumour  was  the  enlarged, 
retroflexed  uterus.  In  all  the  reported  cases  of  extra-uterine  ges- 
tation that  I  have  had  access  to,  the  uterus  was  made  out  distinct 
from  the  gestation  sac. 

The  history  pointed  to  either  retroflexion  of  the  gravid  uterus,  with 

•  Structural  Anatomy  of  the  Female  Pelvic  Floor,  1880,  p.  27. 
^  Die  Krankheiten  der  Tuben,  1876,  p.  86. 
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a  low  position  of  tho  placenta,  or  to  oxtro-utcrine  gentatiun  ;  there 
Iiud  been  no  sudden  attack  of  pain  with  collapse,  as  wo  should  have 


Fio.  9.— Retro-ntorine  hvmatooele  In  the 

cervix  and 


pnurh  of  noagl«s,  prodoctnc  upward  dlaplaecacat  of  Um 
md  bladder  (SehrtMar). 


expected  in  ha^matocele.  The  absence  of  uterine  contraction  and 
tlio  consistence  of  the  tumour  were  against  the  first  alternative; 
while,  unless  the  ftetus  was  dead,  the  absence  of  fcetal  h«*art  was 
against  the  existence  of  pregnancy. 

As  the  pressure  symptoms  were  the  most  prominent  feature  and 
called  for  immediate  interference,  an  attempt  was  made  to  push 
the  tumour  upwards  out  of  the  pelvis — the  patient  being  placed  in 
the  genu-pectoral  posture,  and  pressure  made  by  two  fingers  in 
the  rectum.  As  this  failed,  Professor  Simpson  tapped  the  tumour 
with  an  aspirator-needle  through  the  posterior  fornix.  The 
needle  was  felt  to  pass  into  a  softish  mass,  and  a  few  ounces  of 
clear  blood  was  obtained.  As  blood  continued  to  run  from  the 
puncture  after  the  needle  was  withdrawn,  the  vagina  was  packed 
with  salicylic  wool. 

The  sound  was  not  used  for  diagnosis,  because  retroflexion  of 
the  gravid  uterus  was  not  positively  excluded  until  the  tumour 
was  tapped.  The  introduction  of  the  sound  would  have  been 
ditlicult.  Further,  its  use  in  a  case  of  extra-uterine  gestation 
is  not  unattended  with  risk :  it  may  set  up  contractions  in 
the  wall  of  the  gestation  sac  and  lead  to  its  rupture,  as  occurreti 
in  Frjiukel's  case.'  Exploratory  tapping  is  also,  for  the  same 
reason,  not  without  danger.  It  is  possible  that  Uie  rupture  of  the 
sac,  with  the  formation  of  the  haiiuatocele,  was  the  result  of  the 
tap[)ing. 

The  patient  was  easier  for  a  day  after  the  tapping ;  but  on  the 

'  "  I)ia>^na>*e  utul  onomtive  BoharnUung  «ler  E.xtrouteriuschwangcTsdiafl,'' 
Volknumn's  Sammlung  klinuicher  VortrUge^  No.  217. 

T 
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third    day   the   pain   increased,   the    temperature    rose,   and  the 
tumour  increased  in  size  towards  the  left  side.     The  patient  was 


Fig.  3.— Diagrammatic  representation  of  an  extra-uterine  pregnancy  of  seven  months'  duration 
(Bandl).  B,  bladder;  U,  uterus  (anterior  wall  measured  12  cm.  long,  posterior  16  cm.;  thickness 
at  side-walls  was  2  cm.),  anterior  lip  is  at  level  of  the  middle  of  symphysis,  S;  posterior  lip  is 
at  level  of  urethral  orifice ;  a,  gestation  sac,  which  reached  to  umbilicus. 

in  too  weak  a  condition  to  stand  abdominal  section,  though  this 
was  contemplated.  The  temperature  kept  up  between  101°  and 
102°,  and  she  died  on  the  sixth  day. 

Post-Mortem  Examination.  The  post-mortem,  at  which  Dr 
Linton  kindly  assisted  me,  was  made  at  the  patient's  home  ;  only 
the  abdomen  was  opened.  There  was  no  free  Huid  or  lymph  in  the 
abdominal  cavity.  The  bladder  was  found  lying  behind  the  ab- 
dominal wall  as  ascertained  during  life.  The  omentum  and 
intestines  were  adherent  to  a  tumour  in  the  pelvis.  On  detaching 
them  a  cavity  was  opened  into,  from  which  about  §xx.  of  fluid  blood 
escaped.  It  was  found  afterwards  that  this  ha^matocele  sac  com- 
municated, by  a  small  opening,  with  the  gestation  sac. 

The  pelvis  was  taken  out  en  masse,  and  showed  the  following 
appearance.      There  was  a  tumour  filling  the  plane  of  the  brim, 
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and  rising,  in  tho  middle  lino  and  to  the  right,  two  and  a  half  inches 
above  ;  on  the  loft  side  it  was  throe  inches  above  the  brim.  The 
uterus  was  soon  in  the  anterior  wall  (not  resting  on  it),  paMing 
upwards  and  to  the  left  side ;  the  round  ligaments  could  be 
traced    as    flattened    bands   of    muscular    fibre,  tho    right    one 


Flo.  4.— Front  view  of  pelrit  eonUlnIng  extrm-ntorine  gestation,  Men  in  Kction  in  the  tinted  pkita: 
U,  iitertit;  6,  6,  b,  broad  ligament*;  r,  r,  round  IlKamenta;  A,  adheaiona  flrom  uterus  to  oidmiUub 
which  encloaed  bamatooele.    The  line  8  tndicntes  plane  of  section. 

arching  through  the  anterior  wall,  and  greatly  elongated.  The 
anterior  covering  of  the  tumour  consisted,  therefore,  of  uterus 
with  peritoneum  of  right  broad  ligament  {v.  Fig.  4). 

The  pelvis  was  put  in  a  zinc  case  and  kept  in  a  freezing  mixture 
of  salt  and  ice  for  four  days.  A  vertical  section  was  made  through 
the  line  S  (Fig.  4),  a  little  to  the  left  of  the  mesial  plane.  A 
tracing  was  taken  on  thin  plates  of  glass,  of  which  the  accompany- 
ing plate  (drawn  with  Mr  Bayne's  usual  exactness)  is  a  faithful 
representation.  For  tracing  frozen  section.s,  thin  plates  of  clear 
glass  and  a  fine  camel-hair  brush  with  china-ink  are  the  best 
materials ;  for  tracing  wet  sections,  ground  glass  (placed  on  the 
preparation  under  water)  and  an  onlinary  j)encil  are  better. 

Description  of  Plate.  The  fundus  of  the  empty  bladder  is  3 
in.  (76  em.)  above  the  pubis.  The  section  has  not  hit  on  the 
urethra.  The  utero-vesical  jwuch  of  peritoneum  is  \  in.  ('6  cm.) 
above  the  plane  of  the  brim.  The  vagina  in  its  upper  third 
consists  of  a  mere  slit,  the  fornices  are  obliterated,  the  anterior  lip 
is  completely  flattened  out,  tho  j>osterior  reduced  to  a  mere 
thickening  in  the  posterior  vaginal  wall.  The  cervical  canal  has 
been  oi)ened  into  at  its  lower  part.     Owing  to  the  deviation  of  the 


148        DIAGNOSIS   OF   ADVANCED   EXTRA- UTERINE   GESTATION, 

uterus  to  the  left  side,  the  section  passes  through  the  right  uterine  wall 
and  not  through  the  cavity.  The  uterus  measures  in  length  (from 
OS  externum  to  fundus)  5f  in.  (14-6  cm.),  in  breadth  7-16ths  in. 
(^  cm.) ;  from  the  fundus  adhesions  passed  to  the  omentum  and 
intestines,  which  roofed  in  a  hsematocele.  Behind  the  posterior 
wall  of  the  uterus  but  intimately  united  to  it,  is  the  wall  of  the 
gestation  sac,  which  is  well  defined  through  its  whole  circumference. 
It  contains  the  mass  of  the  placenta,  which  (along  with  the  blood 
effused  into  its  substance)  measures  3f  in.  (9^  cm.)  in  its  greatest 
antero- posterior  diameter,  6|-  in.  (16^  cm.)  in  its  vertical  diameter. 
The  upper  portion  of  the  placenta  consists  of  firm  tissue,  the 
lower  contains  recent  blood  extravasations.  The  foetus  lies  in  the 
amniotic  sac,  in  the  upper  and  anterior  part  of  the  gestation  sac. 
It  is  about  the  size  of  a  four  months'  foetus  and  has  been  dead 
some  time,  as  the  bones  of  the  head  are  flat  and  compressed.  The 
body  is  cut  through  just  above  the  diaphragm,  so  that  the  lungs 
and  the  inner  aspect  of  the  ribs  are  seen.  The  right  arm  is  seen 
in  section.  The  head  has  fallen  down  so  as  to  lie  on  the  right  side 
of  the  thorax ;  it  has  collapsed  to  a  mere  shell  of  apposed  bones. 
(The  abdomen  of  the  foetus  is  in  the  other  half  of  the  section,  and 
a  withered  umbilical  cord  can  be  traced  from  it  to  the  placenta.) 
There  has  been  a  recent  effusion  of  blood  outside  the  amnion.  As 
the  sac  communicates  at  this  point  with  the  haematocele  cavity 
which  developed  shortly  before  death  (v.  antea),  the  fatal  hsemor- 
rhage  probably  occurred  here,  and,  bursting  the  sac  at  this  point, 
made  its  way  upwards  till  it  was  checked  by  adhesions.  The 
pouch  of  Douglas  contains  recently  effused  blood.  The  rectum 
passes  upwards  behind  and  to  the  left  of  the  tumour,  and  is 
compressed  till  its  lumen  barely  allows  the  index  finger  to  pass. 
The  pelvic  floor  projection  is  increased,  and  measures  2^  inches 
(5-7  cm.) 

Several  of  these  points  were  not  made  out  till  after  the  section 
had  thawed,  when  an  attempt  was  made  to  dissect  out  the 
anatomical  relations.  The  parts  were,  however,  so  matted 
together  and  the  normal  relations  disturbed  that  no  further 
information  was  obtained.  Both  of  the  Fallopian  tubes  contained 
blood-collections  at  their  uterine  ends,  but  their  farther  course 
could  not  be  traced. 

This  section  is  of  great  value  as  a  clinical  study.  It  shows  that 
it  was  impossible,  without  exploratory  incision,  to  diagnose  during 
life  what  the  condition  was.  The  uterus  was  taken  up  into  the 
anterior  wall  of  the  tumour ;  the  tumour  was  a  gestation  sac,  but 
contained  practically  only  a  placenta.  It  is  also  of  patliological  in- 
terest, as  showing  that  it  may  be  impossible  to  dogmatize  even  post- 
mortem as  to  the  character  of  the  gestation.  It  is  extra-uterine,  but 
that  is  all  we  can  say  about  it.  Clinically  we  can  distinguish  three 
forms  of  extra-uterine  gestation.  There  is  the  interstitial,  in  which 
the  ovum  developesin  that  part  of  the  tube  which  lies  in  the  thick- 


z 
o 


< 

CO 

UJ 

O 

UJ 

Z 

a: 


< 

a: 


CO 

as 


BY   MR  A.   II.   BARBOUR. 


149 


ness  of  the  wall  of  the  uterus  {v.  Fig.  5) ;  tlie  tubal,  in  which  it 
developes  iu  the  tube  {v.  Fig.  6);   the  abdominal,  in  whidi  it 


Fi.i.  6.— Interttltlal  RetUtion  (Brewhet).  a,  BodT  of  aterut;  h,  MTltr  laid  open  froin  lb*  tHmt; 
c.  rnihryo  mc  In  wall  of  utnruii;  d,  ovum,  witli  brmncliliiK  ▼IIH;  «.  pliire  «b«re  lh«  plsr«nta  la 
fiimiliiK  and  U  Htill  xlliertnit  to  the  wall  of  the  uterua;  /,  KaltoplMi  tubea;  $,  oranM;  k,  hnUi 
liK>iu«!nt4;  i,  cervix;  k,  vagiua. 

developes  in  the  abdominal  cavity.  Under  the  abdominal  we 
include  tubo-ovarian,  ovarian,  and  abdominal  proper.  Putting  the 
first  aside  as  comparatively  rare,  we  have  the  tubal  and  al)dominnl. 
distinguished  by  this  clinical  fact,  that  the  former  usually  burst  at 
the  second  or  third  month,  while  the  latter  may  go  on  to  full 
time.  The  reason  for  this  is  found  in  the  nature  of  the  sac :  in 
the  former  it  consists  of  a  definite  structure  which  has  a  limit  of 
dilatability,  and,  when  over-distended,  bursts  ;  in  the  latter  it  is 
composed  of  adhesions,  which  stretch  or  give  way  only  to  allow 
of  new  ones  being  formed  outside — thus  forming  a  sac  capable  of 
indefinite  increase  in  size.  The  clinical  history  of  a  tubal 
pregnancy  is  that  the  patient  has  amenorrhoea  and  tlunks  herself 
pregnant ;  then,  often  without  warning,  she  has  an  attack  of 
severe  abdominal  pain  accompanied  with  collapse,  and  usually 
followed  by  death  after  some  houi-s.  In  a  case  of  alxlominal  gesta- 
tion there   may  be   occasional   attacks  of  pain,  due  to  localized 
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peritonitis,  but  there  is  not  fainting  or  collapse  unless  the  sac 
happen  to  burst 


Fio.  6.— Fallopian-tube  gestation,  which  has  burst.  A,  uterus  with  decidua;  B,  bladder;  C,  vagina; 
D,  gestation  sac,  which  has  ruptured  at  F ;  E,  posterior  layer  of  broad  ligament,  turned  up  so 
as  to  show  ovary  with  corpora  lutea;  G,  foetus  (W.  Wilson). 

Microscopic  Examination.  Portions  of  the  gestation-sac  wall 
were  cut  out  and  placed  in  hardening-fluid  for  subsequent  examina- 
tion.    The  following  are  the  results : — 

•■:^r^$^:vg     w.t 

^"t^^j^A  '•  --  --'-'tr  ^i-—, Ct 


PlO.  7. — Microscopic  section  of  upper  part  of  wall  of  gestation  sac.  mf,  t,  muscular  fibre  cut  trans- 
versely ;  mf,  I,  muscular  fibre  cut  longitudinally ;  c  t,  connective  tissue ;  d,  decidual  cells ;  6  c, 
blood-clot ;  v,  placental  villi. 

1.  Section  cut  out  of  upper  part  of  the  sac  wall — where  it  gives 
attachment  to  the  placenta  (Fig.   7).     This  shows  the  following 
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structures  from  above  downwards:  fibrous  tissue ;  layer  of  muscular 
fibru  cut  trniiHversely ;  fibrous  tissue ;  layer  of  muscular  fibre  cut 
longitudinally,  and  containing  large  bloodvessels;  fibrous  tissue, 
composed  chiefly  of  proliferating  cells,  producing  a  sarcomatous 
appearance ;  layer  of  more  condensed  fibrous  tissue  with  decidual 
cells ;  a  few  villi  in  patches,  separated  by  masses  of  blood-clot 

2.  Section  cut  out  of  i)08terior  wall  of  sac  where  it  rests  on  the 
sacrum.  Tlio  snc  wall  is  not  so  thick  here,  and  consists  of  fibrous 
tissue  only ;  from  it  trubeculu;  paas  into  the  placental  mass, 
which  consists  of  organized  blood-clot  with  crystals  of  hicniatin. 

3.  Section  cut  out  of  inferior  wall  of  sac,  where  above  it  is  in 
relation  to  the  placenta,  but  does  not  give  attachment  to  it,  below 
is  free  towards  the  pouch  of  Douglas.  The  wall  here  consists 
entirely  of  fibrous  tissue,  and  cont4iins  no  large  bloodvessels. 

The  definite  disposition  of  the  muscular  fibre  in  the  upper  portion 
of  the  wall  of  the  sac  shows  tiiat  this  part  consists  of  Fallopian 
tube.  To  explain  its  absence  in  the  other  parts  we  must  suppose 
that  it  is  either  a  tubal  gestation  which  has  ruptured  helovr  into  the 
broad  ligament,  or  a  tubo-abdominal  which  has  fallen  down  into 
the  pouch  of  Douglas.  In  Fhinkel's  case  the  sac  wall  contained  in 
its  upi)er  part  u  definite  layer  of  muscular  fibre,  and  in  its  lower 
part  adipose  tissue  similar  to  that  occurring  between  the  layers  of 
the  broad  ligament.  From  this  he  concluded  that  the  Fallopian 
tube  had  ruptured  below  into  the  broad  ligament,  the  cellular  tissue 
of  which  thus  entered  into  the  composition  of  the  sac  wall.  In 
the  case  under  consideration,  the  displacement  of  the  uterus  is 
different  from  that  in  Fhinkel's  case,  and  there  is  only  fibrous 
tissue  in  the  sac  wall.  It  is  mast  probably  a  case  of  tubo- 
abdominal  gestation,  and  the  history  agrees  with  this  sup- 
position. 

We  have  studied  this  case  only  from  the  standpoint  of  clinical 
diagnosis  and  pathology.  As  to  etiology,  we  note  that  the  patient 
was  young,  and  that  this  extra-uterine  gestation  followed  imme- 
diately on  a  series  of  normal  pregnancies  ;  a  catanh  or  stricture  of 
the  Fallopian  tube  leading  to  obstruction  would,  therefore,  be  a 
gratuitous  assumption.  As  to  treatment,  the  intimate  connexion 
of  the  sac  with  the  uterus  and  pelvic  peritoneum  made  removal 
imix)ssible. 

IV.  Dr  C.  H.  Thatcher  read  his  communication  on  a 

CASE  OF  EXTRA-UTERINE  (TUBAL)  PREGNANCY. 

Mas  O.,  age  39.  Had  always  had  good  health.  Mother  of  four 
children.  There  were  seven  years  between  the  births  of  the  first 
three  childi-en,  three  years  l)etween  the  thinl  and  fourth,  and  three 
years  from  time  of  fourth  child's  birth  to  date  of  patient's  death. 
The  patient  frequently  complained  of  severe  pain  in  her  right  side. 
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in  the  abdominal  region,  which  pain  had  existed  for  fully  two 
months,  and  was  relieved  by  stooping  forward.  She  had  also 
frequent  attacks  of  vomiting,  and  bowels  were  much  constipated. 
She  was  much  troubled,  for  some  time  previous  to  her  death,  by  do- 
mestic difficulties.  Her  first  confinement  was  a  very  severe  one,  and 
she  was  confined  to  bed  for  fully  three  months,  suffering  a  great 
deal  of  pain.  Probably  this  was  a  peritonitic  attack.  Her  other 
confinements  were  natural,  with  the  exception  of  the  last  living 
child  being  delivered  by  forceps.     The  patient  died  on  a  Friday  at 

2  A.M. 

On  the  day  previous  to  her  death  she  complained  very  much  of 
inability  to  make  water,  but  succeeded  in  making  a  good  deal  that 
night  about  10  p.m.  She  then  expressed  herself  as  being  quite 
relieved  and  free  from  pain.  Some  time  after  that  she  had  the 
inclination  to  pass  water,  but  failed.  At  11.15  p.m.  she  said  she 
felt  very  ill,  and  rubbed  the  abdomen  as  if  in  great  agony.  A  few 
minutes  afterwards  she  sat  up  in  her  bed,  gave  several  heavy  sighs, 
and  got  ghastly  pale.  She  continued  very  pale  from  that  time, 
namely,  11.30,  till  2  a.m.,  when  she  died  quietly.  She  wns  conscious 
to  time  of  death,  but  was  unable  to  speak.  I  was  not  called  to  see 
her  till  after  death. 

Post-mortem  Examination,  which  was  kindly  conducted  by  Dr 
Littlejohn. — Limited  haemorrhage  into  pelvic  cavity.  Loops  of 
small  intestine  congested,  evidently  from  commencing  peritonitis, 
and  a  few  soft  masses  of  lymph  about  intestines. 

Uterus  and  appendages  were  removed.  Uterus  presents  usual 
pear-shaped  form,  is  4^  inches  in  length,  3  inches  in  breadth.  If 
inch  in  thickness.  In  removal  of  uterus  cervix  was  divided  near 
to  vagina. 

Peritoneum  on  surface  of  uterus  was  apparently  normal,  except 
at  one  or  two  places  where  tenacious  bands  were  attached  to  it, 
evidently  result  of  old  adhesions.  A  probe  can  readily  be  passed 
into  uterine  cavity  for  fully  4  inches. 

The  broad  ligament  on  left  side  appeared  normal,  but  ovary  on 
this  side  was  enlarged. 

On  making  a  section  of  this  ovary  tlie  cut  surfaces  presented  a 
number  of  small  openings  about  the  size  of  millet  seeds,  and  a 
body  f  of  an  inch  in  diameter,  consisting  of  a  distinct  wall  contain- 
ing a  quantity  of  soft  granular  matter,  apparently  a  corpus  luteum 
of  pregnancy. 

Right  Broad  Ligament. — On  this  side,  commencing  about  1| 
inch  from  uterus,  was  an  irregularly-shaped  mass,  somewhat 
lobulated  on  surface,  and  showing  patches  of  dark  blue  colour. 
This  mass  was  about  3  inches  in  length.  At  the  outer  part  of 
this  mass  there  was  a  rupture,  protruding  from  which  there  was  a 
large  quantity  of  chorionic  villi.  The  ruptured  sac  presented  a 
smooth  inner  surface,  to  which  was  attached  the  umbilical  cord. 
The  foetus  had  appearance  of  about  two  and  a  half  months.   This  sac 
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oxteuils  along  alinout  whole  length  of  the  tumour  already  de- 
scribed, into  which  the  finger  can  easily  be  passed.  In  the  walln 
of  this  cavity  could  be  felt  u  number  of  hard  nodules,  api>arently 
of  extravasated  and  coagulated  blood. 

Cavity  opened  up.—  Walls  contained  chorionic  villi  in  the  outer 
part,  and  lirm  coagulated  blood  in  the  inner  part. 

The  ovaini  on  this  side  was  much  smaller  than  the  other,  and 
flattened  up  against  surface  of  broad  ligameiiL  On  making  a 
section  through  the  ovary  two  bodies  wore  exposed,  consisting  of 
distinct  walls  witii  granular  contents,  somewhat  similar  to  body 
described  as  found  in  left  ovary.  The  ovarian  extremity  of  right 
Fallopian  tube  could  not  be  detected.  The  ovum  evidently 
became  anested  at  the  outer  part  of  Fallopian  tube,  aa  there  was 
fully  an  inch  of  the  inner  or  uterine  portion  of  tube  involved  in 
the  tumour. 

Vertical  sections  were  maile  through  this  uninvolved  portion  of 
Fallopian  tube,  which  was  found  to  be  patent 

The  uterus  was  opened  from  the  front  Its  anterior  wall  wm 
f  of  an  inch  in  thickness.  In  the  cavity  of  the  body  there  waa  a 
well-marked  decidua. 

Points  op  Intekest. 

1.  Kight  ovary  was  of  small  size,  and  the  two  bodies  found  in 
it 

2.  Left  ovary ;  its  large  size,  and  the  body  contained  in  it 

3.  The  relations  of  the  Fallopian  tube  on  right  side  to  cavity 
containing  fretus. 

4.  Conditions  of  walls  of  uterus  with  distinct  decidua. 

5.  The  corpus  luteum  of  pregnancy  was  on  left  side,  but  the 
pregnancy  occurred  in  right  tube. 


The  President  said  that  the  Society  might  congratulate  itself  on 
having  recorded  in  its  Transactions  two  cases  so  interesting  and 
well  observed.  On  a  former  occasion  he  had  stated  his  experiences 
with  regard  to  extra-uterine  gestation,  and  no  other  case  had  come 
under  his  notice  till  this  one,  in  which  Dr  Barbour  had  correctly 
stated  the  difUculty  in  diagnosis.  The  retro-uterine  tumour  con- 
tained a  substance  which  was  firm,  with  the  exception  of  the 
collection  of  blood  found  afterwards  to  have  l)een  in  tlie  pouch  of 
Douglas.  With  regard  to  treatment,  the  preparation  showed  that 
active  interference  would  not  have  been  successful ;  the  patient 
must  necessarily  have  sustained  a  loss  of  blood  which  would  have 
proved  fatal.  The  chief  interest  of  the  preparation  was  pathological. 
In  Dr  Thatcher's  case,  the  presence  of  a  corpus  luteum  in  the  ovary 
of  the  opposite  side  was  important;  this  fact  proved  that  migration 
of  the  ovum  had  taken  place.  Kussmaul  had  shown  by  observation 
on  gestation  in  an  isolated  horn,  that  external  migration  did  occur. 
Tyler  Smith's  theory  of  internal  migration  was  i>erlectly  gratuitous. 
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Dr  Croom  remarked  on  the  two  cases  as  good  types  of  extra- 
uterine gestation.  Dr  Barbour  had  clearly  stated  the  difficulty  of 
diagnosis  from  hsematocele  and  retroflexion  of  the  gravid  uterus ; 
the  displacement  of  the  bladder  was  an  interesting  feature  in  the 
case.  The  case  might  have  been  one  of  ovarian  gestation,  which 
would  explain  the  presence  of  muscular  fibre  in  the  sac  waU.  The 
thanks  of  the  Society  were  due  to  Dr  Barbour  for  having  thus 
reported  an  unusual  form  of  extra-uterine  gestation  not  yet  brought 
under  its  notice,  and  to  Dr  Thatcher  for  his  description  of  a  typical 
tubal  gestation. 

Dr  Hart  thought  the  great  value  of  Dr  Barbour's  case  consisted 
in  the  beautiful  preparation.  There  was  no  good  drawing  from 
nature  of  an  extra-uterine  gestation,  in  the  pouch  of  Douglas,  in  sihi. 
The  only  other  preparation  was  one  by  Barnes,  in  which  the  details 
were  not  given.  The  removal  of  the  bony  pelvis  should  be 
carried  out  whenever  it  is  possible.  The  presence  of  the  bony 
structures  enhanced  the  value  of  a  preparation,  as  they  kept  the 
parts  in  situ,  and  showed  the  exact  anatomical  relations.  The 
preparation  also  showed  that  it  was  much  more  difficult  to  tell  tiie 
real  nature  of  the  gestation  than  was  generally  admitted  in  the 
text-books.  As  to  the  displacement  of  the  bladder,  an  exact 
nomenclature  must  be  used ;  the  bladder  was  displaced  upwards  in 
this  case,  not  drawn  upwards  as  in  parturition.  Dr  Thatcher's 
paper  contained  a  valuable  statement  of  the  typical  clinical  facts 
in  a  case  of  tubal  gestation. 

Dr  Peter  Young  considered  that  the  great  value  of  Dr  Barbour's 
preparation  was,  that  the  parts  in  the  pelvis  were  undisturbed. 
From  the  development  of  the  foetus  it  was  evident  that  it  had 
grown  in  a  larger  space  than  could  be  afforded  by  the  dilated  Fallo- 
pian tube.  The  extravasation  of  blood  into  the  placenta  might 
have  caused  the  death  of  the  foetus.  The  foetus  was  apparently 
four  months  old. 

Dr  Chapman  referred  to  the  expectant  treatment  of  cases  of 
abdominal  gestation,  as  recommended  by  Litzmann ;  it  gave  the 
mother  a  better  chance  if  we  delayed  operation  till  the  foetus  was 
atrophied,  and  the  placental  circulation  had  had  time  to  become 
completely  abolished  by  thrombosis. 

V.  Dr  J.  Halliday  Croom  read  his  paper  on 

TWO  CASES  OF  ATRESIA  VAGIN.E. 

The  following  two  cases  of  atresia  vaginae,  offering,  as  they  do, 
several  points  of  interest,  appear  to  me  worthy  of  record. 

H.  B.,  set.  16,  was  seen  by  Dr  Alexander  Moir  in  March  last. 
She  was  suffering  from  acute  pain  all  over  the  pelvic  region,  accom- 
panied by  vomiting  and  tenesmus.  On  examination,  the  abdomen 
Avas  swollen,  tense,  and  tender,  and  as  she  complained  of  bearing 
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down  pain  on  the  inside  of  the  thiglis,  Dr  Moir  proceeded  to  niake 
an  oxaininiition  in  tlio  region  of  the  anuAund  ()erina!uni.  and  found 
projucting  from  thu  vulva  a  large,  iirni,  tense  tumour  alxjut  the  »izo 
of  a  hirge  apple. 

I  saw  the  patient  with  him  the  same  evening,  and  found  tlio 
condition  as  described,  and,  in  addition,  made  out  distinct  supra- 
pubic swelling,  extending  into  tlie  right  ovarian  region  as  far  up  as 
nearly  to  the  brim  of  the  false  pelvis. 

He  got  the  following  history  from  the  patient's  friends : — She 
had  sutlercd  us  an  infant  from  infantile  paralysis  of  the  left  leg, 
which  still  remains  comparatively  useless  and  atrophic.  She  hail 
never  menstruated,  but  for  the  last  thirteen  months,  at  regular 
intervals,  she  has  suffered  from  pain  and  discomfort,  sometimes 
associateil  with  tenesmus ;  otherwise  she  had  been  in  good  health. 
She  liad  never  sutterod  from  any  red  discharge  from  any  other  part 
of  the  body. 

Thu  following  day  she  was  brought  to  St  Luke's  Home,  and  an 
examination  was  made,  when  it  was  found  that  the  vulvar  tumour 
was  slightly  diminished  in  size  and  less  tense,  and  that  blood  was 
escaping  from  the  sides  of  the  urethra. 

During  the  two  following  days  blood  escaped  slowly  from  this 
aperture,  and  at  the  same  time  the  supra-pubic  swelling  gradually 
diminished.  Per  rectum  there  could  be  felt  but  small  space  between 
the  anterior  rectal  wall  and  anterior  vaginal  wall.  The  cervix 
could  be  felt  continuous  with  the  supra-pubic  swelling. 

The  patient  was  allowed  to  pass  over  this  period  without  any 
interference,  and  four  days  after  the  menstrual  period  a  careful 
examination  of  her  whs  made. 

The  supra-pubic  tumour  had  disappeared, — it  had  evidently  been 
the  enlarged  uterus, — and  on  recto-alxlominal  examination  it  could 
be  found  to  be  about  the  size  of  an  orange.  The  most  careful 
examination  of  the  thick  hymen  absolutely  failed  to  detect  any 
opening,  and  per  rectum,  and  with  the  finger  in  the  bladder,  scarcely 
any  thickness  of  septum  could  be  detected. 

At  next  menstrual  period  careful  observation  was  made  of  the 
part  at  which  the  blood  escaped,  and  there  could  be  no  doubt  that 
it  was  from  the  urethra.  Various  attempts  were  made  with  the 
finest  probes  to  find  an  opening  amongst  the  many  lacunar  in  the 
thickened  hymen ;  but  no  such  opening  could  be  discovered.  The 
urethra  was  dilated  with  Tait's  dilators,  and  a  careful  vesico-rectal 
examination  made  out  the  uterine  neck,  and  but  a  very  limitetl 
area  between  the  fingers. 

The  points  of  interest  here,  therefore,  are  two — 

1.  Escape  of  the  menstrual  lluid  })er  urethram.  This  apparently 
came  about  in  the  following  way : — The  menses  secreted  in  the 
uterine  cavity,  flowed  no  doubt  into  the  small  vagina,  and  met  with 
obstruction  from  the  thick  tough  hymen,  and  when  the  tension  on 
the  hymen  was  at  its  greatest,  some  part  of  the  urethral  septum. 
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which  in  this  case  must  have  been  weaker  than  the  thickened 
liymen,  gave  way,  and  hence  the  patient  menstruated  through  the 
urethra. 

If  the  question  be  asked,  "  How  was  it  that  the  opening  in  the 
urethra  was  not  noticed?"  the  answer  is  simple  :  In  such  a  case, 
not  only  is  the  opening  through  which  the  menses  escape  very 
small,  but,  what  is  of  more  importance,  it  is  valvular.  Hence  its 
detection  in  the  mucous  membrane  of  the  urethra  will  be  difficult. 
This  valvular  nature  of  the  opening  is  well  illustrated  in  the  case 
which  follows. 

2.  The  next  point  of  interest  is  the  apparently  rapid  involution 
of  the  uterus.  This  is  a  point  which  is  well  worthy  of  some  stud}'', 
because  here  we  have  the  uterus  getting  only  slowly  distended,  its 
distention  to  the  size  noted  extending  over  a  period  of  twelve 
montlis,  and  the  uterus  returning  to  little  over  its  normal  size 
within  four  days  after  being  emptied,  and  that  without  any 
appreciable  uterine  contractions. 

That  the  supra-pubic  swelling  was  uterine,  and  not,  as  it  often 
is  in  such  cases,  merely  a  stretching  of  the  vagina,  was  proved  by 
my  first  abdomino-rectal  examination,  when  I  could  feel  the  cervix 
and  tumour  continuous,  and  further,  as  the  tumour  diminished  I 
could  make  out  the  outline  of  the  uterus. 

It  is  further  of  note  that  although  there  had  been  accumulation 
of  menstrual  fluid  for  at  least  twelve  months,  and  although  it  is 
well  recognised  that  the  puncture  and  withdrawal  of  the  retained 
menses  is  often  a  dangerous,  and  sometimes  a  fatal,  operation,  yet, 
in  the  present  case,  the  escape  of  the  menses  was  unaccompanied 
by  any  disturbance.  Probably  this  favourable  issue  was  due  to  the 
remarkably  small  opening  through  which  the  menses  passed,  and 
that  the  opening  was  valvular,  preventing  the  ingress  of  air  and 
the  consequent  putrefaction  of  the  fluid,  as  well  as  the  fact  that, 
even  had  the  fluid  been  putrid,  the  raw  surface  for  septic  absorp- 
tion was  extremely  small.  Septicaemia  and  septic  peritonitis  are 
by  no  means  infrequent  causes  of  death  after  interference  for  this 
malformation. 

Professor  A.  K.  Simpson,  in  his  Contributions  to  Obstetrics  and 
Oyncecology,  records  a  case  of  imperforate  hymen,  with  retained 
menses,  where  he  endeavoured  to  meet  the  difficulty  by  penetrat- 
ing the  hymen  with  a  fine  incandescent  wire.  The  case  he  records, 
and  which  I  saw,  was  most  successful. 

Case  II. — Some  years  ago  I  saw  this  girl,  and  found  her  suffer- 
ing from  a  tumour  in  the  left  iliac  fossa,  and  a  bulging  imperforate 
hymen.  She  had  not  menstruated,  and  was  at  that  time  aged  16. 
The  hymen  was  punctured  and  the  tarry  menstrual  fluid  allowed 
to  escape  gradually.  The  girl  made  an  excellent  recovery.  She 
went  to  her  work  ten  days  after  the  operation,  apparently  in  good 
liealth,  and  although  she  was  urged  to  come  and  get  the  opening 
further  enlarged,  she  did  not  return.     The  operation  was  done  in 
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dispensary  practice  with  the  poorest  surroundiii}{M.  The  puncture 
was  mudu  to  relieve  the  necessities  of  the  moment,  and  a  careful 
examination  was  not  made,  as  I  hoped  to  secure  that  more  accurately 
at  tlie  di.sptMisiiry  afterwards.  Durinj;  last  winter,  after  the  lapae 
of  five  years,  the  ^irl  consulted  me  as  to  the  propriety  of  her  get- 
ting; married.  She  had  menstruated  regularly  all  that  time  with- 
out pain.  On  examination,  I  found  the  remains  of  the  hymen,  and 
an  inch  higher  np  the  vagina  was  occluded  hy  a  well-marked 
septuu),  wliich  was  firm  and  unyielding.  The  septum  was  divided 
into  two  fornices  :  the  left  one  shallow,  and  admitting  the  tip  of  the 
forefinger ;  the  right  one  deep  and  narrow,  into  which  the  forefinger 
could  not  be  introduced.  On  examination  carefully  with  the  small 
end  of  a  duckbill  speculum,  the  entire  roof  of  the  left  fornix  couM 
be  seen,  and  no  aperture  of  any  kind  could  be  distinguished.  It 
was  impossible  to  inspect  the  riglit  fornix  by  means  of  any  form  of 
speculum,  nor  was  it  possible  to  pass  the  sound.  Even  the  finest 
probe  would  not  pa.ss  up.  Nor  was  I  able,  during  the  time  of  her 
residence  in  the  Home,  to  get  even  a  fine  whalebone  prol)e  passe<i ; 
and  yet  the  menstrual  fluid,  during  her  next  menstrual  period, 
could  be  seen  escaping  slowly  from  the  apex  of  the  smaller  fornix, 
the  opening  being  small  and  apparently  valvular.  The  uterus,  by 
means  of  a  recto-vesical  examination,  could  be  found  retroverted, 
and  the  space  between  the  cervix  and  the  septum  just  described 
very  small. 

Such  vaginal  septa  are  common,  and  atresia  vaginre  caused  by 
septa  some  distance  along  the  vagina  is  by  no  means  rare,  as  is 
shown  by  Breisky  in  his  work  on  the  vagina.  The  peculiarity  of 
the  present  case  consists  in  the  fact  that  the  atresia  consisted 
mainly  and  primarily  in  the  condition  of  the  hymen,  the  secondary 
atresia  formed  by  the  septum  some  distance  along  the  vagina  being 
only  discovered  some  years  after,  and,  as  it  were,  by  accident  As 
the  record  shows,  it  formed  no  obstacle  to  menstruation. 

The  formation  of  such  a  septum  in  the  vagina  is  somewhat  diffi- 
cult of  explanation.  The  first  thing  that  occurs  to  one  is,  could 
the  septum  not  be  forme<l  by  the  remains  of  the  hymen  becoming 
atrophied  and  shrivelled.  This  is  not  likely,  as  the  remains  of  the 
hymen  could  be  seen.     Two  suggestions  occur: — 

1.  That  it  may  have  been  the  remains  of  some  plastic  inflamma- 
tion arising  after  escape  of  the  menstrual  fluid  five  years  ago ;  or 
else,  which  is  possible,  that 

2.  The  condition  may  have  been  congenital,  for  I  have  no 
recollection  of  examining  the  uterus  per  vaginam  at  the  time  of 
puncturing  the  hymen.  This  would  be  brought  alwut,  if  congenital, 
by  an  imperfect  cleavage  of  the  anterior  perineal  segment  at  the 
period  of  sexual  differentiation  in  the  uterus.  In  any  case,  the 
condition  did  not  appear  to  me  to  admit  of  any  treatment,  and 
was,  in  my  opinion,  a  sufficient  reason  for  celibacy. 
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The  Pnsideyit  thanked  Dr  Groom  for  his  interesting  report  of 
these  cases ;  the  spontaneous  evacuation  of  the  menstrual  fluid  per 
urethram  was  of  special  interest.  In  a  case  recently  operated  upon 
by  himself  it  was  the  cervix  and  upper  third  of  the  vagina  which 
were  expanded.  The  body  of  the  uterus  was  felt  as  a  firm  nodule 
on  the  cystic  tumour.  Perhaps  in  Dr  Groom's  case  we  might  thus 
explain  the  small  size  of  the  uterus  after  evacuation  of  the  fluid ; 
in  dilatation  of  the  uterus  due  to  atresia  there  is  not  hypertrophy 
of  the  walls  of  the  uterus  as  in  pregnancy,  and,  therefore,  we 
should  not  expect  the  uterus  to  be  of  large  size  after  evacuation. 
As  to  treatment  he  had  in  his  last  case  opened  the  cyst  under  the 
spray,  and  injected  into  the  cavity  carbolized  water  which  washed 
out  all  the  contents ;  the  risk  of  septicemia  was  thus  reduced  to  a 
minimum.  He  had  great  difficulty  in  keeping  the  new  canal 
open.  Perhaps  the  second  obstruction,  in  Dr  Groom's  case,  was 
due  to  contraction  in  the  wall  of  the  sac. 

Dr  Barhour  referred  to  Dohrn's  explanation  that  atresia  of  the 
vagina  just  within  the  hymen  was  due  to  approximation  of  the 
walls  at  this  point  during  the  eighteenth  week  of  foetal  life ;  the 
slow  escape  of  the  fluid  on  Dr  Groom's  incising  the  hymen  might 
point  to  the  existence  of  congenital  atresia  of  the  vagina  as  well 
as  atresia  of  the  hymen. 

Dr  Peter  Young  referred  to  Beigel's  description  of  a  case  in 
which  the  vagina  was  represented  by  a  threadlike  duct;  this 
misrht  throw  light  on  one  of  Dr  Groom's  cases. 
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Litzmann,  Kiel ;  Dr  Spaeth,  Vienna ;  Dr  Freund,  Strassburg ;  Dr 
Hegar,  Freiburg. 
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Ireland.— Dv  G.  H.  Kidd. 


INDEX. 


Abac«n,  fctiil  ]Nirnnietri(!  nml  {wrinietric, 
by  Dr  J.  M.  Duncan,  106. 

Barbour,  Pr  A.  H.,  romnrkn  on  Dr 
{^nmni's  jNiper,  88;  remarks  on  Dr 
Hart's  jMiiM^r,  99;  rnnmrka  on  Dr  J. 
M.  Diinian'.s  jwiiM-r,  111 ;  shows  uterus, 
135;  remarks  on  Dr  Sim|xson's  case  of 
excision  of  cancerous  uterus,  HI  ;  rends 
jmj)er  on  tlie  tlingnosis  of  advanced  ex- 
tra-uterine fcetation  after  tlie  death  of 
tljo  chihl,  143  ;  remarks  on  Dr  Croom's 
caseH  of  atresia  vagina;,  158. 

liuist,  Dr  J.  B.,  remarks  on  Dr  Mns- 
lovsky's  najM^r,  19;  renuirks  on  Dr 
Nasmyth's  ixii)er,  22;  remarks  on  Dr 
Keiller's  rejH)rt,  43. 

Byford,  Professor,  Chicago,  remarks  on 
excision  of  cancerous  uterus,  141. 

Cancerous  ulcer,  vulvar,  shown  by  Dr 
J.  M.  Chapman,  142.  • 

Cancerous  uterus,  cxtir]Nition  of,  by  Dr 
SimiMton,  \'^6. 

("appie,  Dr,  shows  knotted  conls,  44. 

Carmichael,  Dr  James,  remarks  on  Dr 
Ma.slovsky's  ]mpcr,  19;  remarks  on  Dr 
Nasmytli's  {ta]H*r,  22;  remarks  on  Dr 
(.Church's  ca.se,  26. 

Cervical  cyst,  2tf. 

Chapman,  Dr  J.  Milne,  .shows  woo<Ien 
lead  pencil  extracted  from  female  blad- 
der, 13;  shows  tibroid  jwlypi,  27;  re- 
marks on  Dr  Maslov-sky's  iwiwr,  20 ; 
shows  urethral  calculi,  135;  remarks 
on  Dr  Simpson's  case  of  excision  of 
(Mincerous  uterus,  141 ;  shows  intra- 
uterine polypus.  142 ;  shows  vulvar  can- 
cerous ulcer,  142. 

Church,  Dr  H.  M.,  case  of  eclamiwia,  22; 
remarks  on  Dr  J.  M.  Duncan  s  pa^H-r, 
111. 

Cord,  haemorrhage  from,  during  labour, 
27. 

Coi-ds,  knotted,  44. 


Craig,  Dr  William,  shows  two  coper* 
numcntry  ttM-s,  9;  remarks  on  I'tofeiwor 
Simiwon's  )iH|H-r,  10;  remarks  on  Dr 
Mitstuvsky's  imixrr,  VO;  remarks  on  Dr 
Keiilers  n^iMirt,  4.3;  remarks  on  hr 
SimiMon's  alaternity  report,  lOA;  r*^ 
marks  on  Dr  Croom's  idper,  123;  re- 
marks on  DrSim|)son's  ea-w  of  excision 
of  (■4incerous  uterus,  141. 

Croom,  Dr  J.  Halliilav,  shows  Marvie'n 
foreejia  with  iM-rineal  curve,  9;  shown 
a  ftetus  with  spina  bifida,  9;  rrmarka 
on  I*rofe.<wor  Sim|ison'8  pa(ier,  10 ; 
•juarterly  Maternity  rri>ort,  10;  shown 
uetus  with  cephalic  cysts,  26;  ii«|M>r 
on  funic  ha-morrhage  during  lattour, 
27 ;  n-ply  to  remarks  on  i«i>er,  41 ; 
remarks  on  Dr  Keiller's  report,  43  ; 
shows  an  acardiac  fcetos,  44 ;  shown 
Emmet's  instruments  for  split  cenrix, 
44;  remarks  on  Dr  SimiMwn's  cue 
of  basilysis,  50 ;  remarks  on  Dr  Yoaog's 
paper,  59;  remarks  on  Dr  Murrmy's 
paper,  69;  n-marks  on  Dr  Turner's 
)«per,  76;  remarks  on  Dr  Simpaon's 
l>ai)er,  84;  reads  tM|>er  on  bladder,  88; 
remarks  on  Dr  Hart's  i>ai>er,  89 ;  re- 
marks on  Dr  J.  H.  Duncan's  paper. 
Ill  ;  remarks  on  Dr  Simpson's  paper, 
123  ;  remarks  on  Dr  P.  ^  oung's  paper, 
132;  remarks  on  Dr  Rarlmur  a  aaa  Dr 
Thatcher's  cases  of  cxtra-ntcrine  gesta- 
tion, 154;  reads  two  caaea  of  atreafai 
vaginas  ^^^' 

Donaldson,  Dr  (Boaton),  remarks  on  Pro- 
fessor Simpson's  j>aper,  10. 

Duncan,  Dr  J.  Matthews,  paper  on  fetid 
parametric  and  perimetnc  abaccaa,  104. 

Dystocia  from  poaition  of  arms  in  a  fuern 
case,  by  Dr  K.  M.  Hurray,  69;  tnm 
exomphalos,  by  Dr  Sim|iao'u,  80. 

Kclampeia,  case  of,  by  Dr  Churrli,  Jl. 
Euterooele,  vaginnl,  by  Dr  P.  Young,  61. 


im 


INDEX. 


Face  case,  difficult,  by  Dr  R.  M.  Murray, 
59 ;  table  of  results  of  treatment  in 
arrested  face  cases,  70. 

Fibroid  polypus,  shown  by  Professor 
Simpson,  106. 

Fcetus  with  cephalic  cysts,  shown  by  Dr 
Croom,  26;  acardiac,  44;  cyst  on  neck 
of,  44;  with  protrusion  of  cerebral 
hemispheres,  81 ;  with  protrusion  of 
liver  and  intestine,  87. 

Genitals,  naked-eye  anatomy  of  external, 
by  Dr  D.  B.  Hart,  135. 

Gestation,  extra-uterine,  on  the  diagnosis 
of,  by  Dr  Barbom*,  143  ;  extra-uterine, 
case  of,  by  Dr  Thatcher,  151. 

Gordon,  Dr,  remarks  on  i)r  Maslovsky's 
paper,  19 ;  remarks  on  Dr  J.  M.  Dun- 
can's paper.  111 ;  remarks  on  Dr 
Young's  paper,  132. 

Graviditas  serotina  et  prsecox,  by  Dr  Peter 
Young,  123. 

Hamilton,  Dr,  shows  calculus,  9. 

Hart,  Dr  D.  Berry,  paper  on  rickety 
pelves,  1 ;  remarks  on  Dr  Maslovsky's 
paper,  20 ;  remarks  on  Dr  Church's 
case,  2  6 ;  remarks  on  Dr  Keiller's 
report,  44;  remarks  on  Dr  Young's 
paper,  59 ;  remarks  on  Dr  Murray's 
paper,  69 ;  remarks  on  Dr  Turner's 
paper,  76;  remarks  on  Dr  Simpson's 
paper,  85;  remarks  on  Dr  Groom's 
paper,  88 ;  Unique  cause  of  delay  in 
third  stage,  88  ;  remarks  on  Dr  Simp- 
son's report,  105 ;  paper  on  physics  of 
rectum  and  bladder,  90  ;  remarks  on 
Dr  J.  M.  Duncan's  paper.  111 ;  reads 
note  on  naked-eye  anatomy  of  external 
genitals,  135 ;  remarks  on  Dr  Barbour's 
and  Dr  'Thatcher's  cases  of  extra-uterine 
gestation,  154;  remarks  on  Dr  Simp- 
son's case  of  excision  of  cancerous 
uterus,  141. 

Honorary  Fellows,  election  of,  158. 

Hydramnios  and  the  source  of  the  liquor 
amnii,  by  Dr  Simpson,  118. 

Induction  of  premature  labour,  paper  on, 
by  Dr  Nasmyth,  20. 

Keillor,  Dr,  Maternity  report,  41. 
Kennedy,  Dr  W.    J. ,    Ilminster,    case   of 
pregnancy  at  age  of  sixty-two,  77. 

Laing,  Dr  H.  W. ,  paper  on  case  of 
congenital  cystic  tumour  on  back  of 
child's  head,  132. 

Maslovsky,  Dr,  paper  on  development  of 
malignant  from  non  -  malignant 
tumours  of  uterus,  13. 

Maternity  report  by  Dr  Groom,    10  ;   by 


Dr  Keiller,   41  ;    by  Dr  Simpson,   99  ; 
by  Dr  Simpson,  112. 
Murray,  Dr  R.  M.,  paper  on  difficult  face 
case,  59  ;   reply  to  remarks  on  paper, 
71. 

Xasmyth,  Dr  T.  G. ,  paper  on  induction 
of  premature  labour,  20. 

Office-bearers,  election  of,  12. 

Ovaries  removed  in  Battey's  operation  by 

Dr  Simpson,  135  ;    fibro-myxomatous, 

by  Dr  Popow,  85. 

Pelvimetry,  new  method   of,  by  Dr  W. 

Turner,  71. 
Polypi,  fibroid,  27. 
Polypus,  intra-uterine,    shown  by  Dr  J. 

M.  Chapman,  142. 
Popow,  Dr,  paper  on  fibromyxoma  duplex 

ovariorum,  85. 
Pregnancy,  case  of,   at  age  of  sixty-two, 

77. 

Rattray,    Dr,    remarks   on   Dr   Church's 

case,  25. 
Robertson,    Dr    John,    remarks    on    Dr 

Maslovsky's  paper,  20  ;  remarks  on  Dr 

Church's  case,  26. 

/ 

Sanderson,  Dr,  remarks  on  Dr  Kennedy's 
paper,  80. 

Simpson,  Prof.,  abstract  of  paper  on 
uterine  sound,  9  ;  reply  to  remarks  on 
his  paper,  10 ;  introductory  presidential 
remarks,  12  ;  remarks  on  Dr  Maslov- 
sky's paper,  19 ;  remarks  on  Dr 
Nasmyth's  paper,  22;  shows  fluid  from 
cervical  cyst,  26  ;  remarks  on  Dr 
Church's  paper,  26 ;  remarks  on  Dr 
Croom 's  paper,  40  ;  paper  on  case  of 
basilysis,  44  ;  shows  fcetus  with  ex- 
omphalos,  44 ;  shows  foetus  with  cyst 
on  neck,  44  ;  remarks  on  Dr  Young's 
paper,  69 ;  remarks  on  Dr  Murray's 
paper,  68  ;  remarks  on  Dr  Turner's 
paper,  76  ;  shows  two  anencephalic 
foetuses,  80  ;  paper  on  dystocia  from 
exomphalos,  80  ;  reads  Dr  Carl  Braun's 
opinion  on  axis-traction  forceps,  87 ; 
remarks  on  Dr  Popow's  paper,  87  ;  re- 
marks on  Dr  Hart's  paper,  89  ;  shows 
uterus  with  multiple  fibroids,  90  ;  re- 
marks on  Dr  Hart's  paper,  98  ;  reads 
Maternity  report,  99  ;  Maternity  re- 
port, 112  ;  shows  fibroid  polypus, 
106 ;  remarks  on  Dr  J.  M.  Duncan's 
paper.  111  ;  reads  paper  on  hydramnios 
and  the  source  of  the  liquor  amnii, 
118  ;  reply  to  remarks  on  his  paper  on 
hydramnios,  etc.,  123;  remarks  on  Dr 
P.  Young's  paper,  132  ;  shows  paro- 
varian tumour,  135 ;  remarks  on  Dr 
Hart's  paper,    135  ;  shows  ovaries   re- 
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iiiuvfd  in  a  case  of  Iktttiy'it  opi-rution, 
135  ;  case  of  extirpation  of  cancuroua 
uterus  through  va^nal  roof,  187  ;  reply 
to  reninrkH  on  his  cane  of  excUion  of 
cunccrous  utt-ruN,  142;  romarka  on  Dr 
Hiirboui's  and  I)r  'rhatchi'r's  caaea  of 
extra-uteiinu  gciitatiun,  163  ;  reniarka 
on  Dr  Cro<jni'8  ituu'H  of  atresia  raginw, 
168. 

Spence,  Dr,  romarka  on  Dr  Tunier'a 
paper,  76  ;  rcniarks  on  Dr  Ki-nnedy'a 
paper,  SO. 

Sutton,  Dr,  of  Pittaburp,  U.S.A.,  re- 
marks on  Dr  Sini]Mion'a  case  of  exci- 
sion of  cancerouH  uterus,  141. 

Tliatcher,  Dr  C.  H.,  shows  tubal  prng- 
naiicy,  87  ;  shows  fu^tus  with  protrusion 
of  liver  and  intestine,  87  ;  shows  foitus 
with  protrusion  of  cerubnil  lobes,  87  ; 
ri'iuurKs  on  Dr  Siiniwon'a  Maternity 
ri4>ort,  lOfi  ;  case  of  extra-uterine  ges- 
tation, 161. 

Tumours,  development  of  mali;rTn>iit  from 
non-malignant,  by  Dr  Ma.slovsky.  13. 

Tumour,  congcnit^il  cystic,  by  Dr  lining, 
132  ;  pjirovarian,  shown  by  Dr  Simp- 
son, m.**. 

Turner,  Dr  W. ,  paper  on  new  method  of 
pelvimetry,  71. 

Uterine  sound,  paper  on,  by  Prof.  Simp- 
son, 9. 


Uterus,  post-{MUturo,  abuwn  by  Dr  Bar 
buur,  136. 

Wnugh,  Dr  Jamaa,  shows  ksottad  cords, 
44. 

Wilson,  Dr  D.,  remarks  on  Dr  Chttreh'a 
imiwr,  '26 ;  remarks  on  Dr  Kelller'a  rs- 
jwrt,    43  ;    remarks  on  Dr  KmiMdjr'a 

Ki]i«r,  80  ;  remarks  on  Dr  SioipaoD'a 
atemity  rviwrt,  106,  KKI ;  remnrks  on 
Dr  Sim|iHon's  case  of  excision  of  cancer- 
ous uterus.  141. 
Wilaon,  Dr  T.  D.,  remarks  on  Dr  Hart's 
]>a{>cr,  i)9. 

Young,  Dr  Peter,  remarks  on  Prof.  Simiv 
son  s  ])aper,  1 0 ;  remarks  on  Dr 
Croom's  paper,  40 ;  remarks  on  Dr 
Kfiller's  rejiort,  43  ;  paper  on  vaginal 
onterocole,  61  ;  remarks  on  Dr  Simp- 
son's case  of  bosilysis,  SO  ;  remarks  on 
Dr  Murray's  paper,  69  ;  remarks  on  Dr 
Simpson's  paper,  84  ;  remarks  on  Dr 
Popow's  ]iBi)er,  87 ;  remnrks  on  Dr 
Crooni's  paj)cr,  88  ;  remarks  on  Dr 
J.  M.  Duncan's  paper.  111  ;  remarks 
on  Dr  Sinqwon's  .Maternity  rcjwrt, 
117;  remark.H  on  Dr  Siniiwm's  i«iwr, 
128  ;  reads  ]MiiN>r  on  grav]«Iitas  serotina 
et  pnccox,  1'.23  ;  remarks  on  r)r  Bar- 
bour's and  Dr  Tlmtcber's  cases  of  extra- 
uterine gestation,  164  ;  remarks  on  Dr 
Croom's  cases  of  atresia  vagina  158. 


rDiMirnr.ii:  ouTaa  akd  sotd,  raiinrtts  to  tbis  bociktt. 
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